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Truly, this is America...the mothers go to school 


More than 3,000,000 American mothers, mem- 
bers of some 45,000 Parent-Teacher Associations 
and similar groups, g0 back to school to keep on 
learning the art of living. 


OUR DOCTOR is determined that your chil- 

dren shall have a better start than you did. 

Within our time, the health of this nation’s 
young has become the equal concern of its par- 
ents, its schools and its medical profession—a 
profession whose national standards and pediatric 
advances are held high for the world to see. 

In this achievement, American medicine has 
smoothed the path by keeping its physicians 
completely free agents—free to speculate in and 


CIBA 


develop any of the countless fields encompassed 
by the art of healing. 

Just as American mothers exchange freely their 
knowledge and methods of their children’s prob- 
lems, so do American physicians exchange their 


skills and knowledge. 


ERE in laboratories located in the typical 
American community of Summit, New Jersey, 
medical men of the Ciba organization are spend- 
ing their lives in pursuit of the newer and finer 
pharmaceuticals with which the medical profes- 
sion determinedly advances the treatment of dis- 
ease. Free to follow their own lines of research, 
each speeds the work of his associates through 

open exchange of methods and ideas. 


PHARMACEUTICAL PRODUCTS, INC. 
SUMMIT ® NEW JERSEY 
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*'A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 


Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual] treatment in each case, 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. 


Medical Director 


For 1947 


THE PHYSICIAN’S DAILY RECORD is an 
efficiently planned financial record and day- 
book for the modern medical! office. 

It summarizes expenses and income, day by 
day and month by month, providing at the 
end of the year a complete picture of the an- 
nal business. 

When filed away your “Daily Record” be- 
comes a permanent record of past business— 
a record which may be quickly referred to at 
any time in the future. 

You will especially like the new SEWN 
binding. It provides a flat opening feature 
which you will appreciate every time you use 
the book. 

Why not use the “Physicians’ Daily Record” 
in the coming year? 


ORDER NOW-—Shipment will be made later 


Single Book: One daily page for each day. 
Price $6.00 


Double Book: Two. daily pages for each day. 
Price $12.00 


WINCHESTER 


**CAROLINA’S HOUSE OF SERVICE" 


Winchester Surgical Supply Co. 


106 East 7th Street 


Charlotte, N. C. 


Winchester-Ritch Surgical Co. 
111 North Greene Street Greensboro, N.C. 
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Accurately Standardized 


Clinically Tested 
Council-Accepted 


Tablets of 1 Cat Unit in bottles of 
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Literature and samples gladly sent \\ 7" 


on request ZAN h 


— 


RICHMOND, VIRGINIA 


CHARLES C. HASKELL & CO, Inc. NYY 


FI CGI CSI SI SIH 


i 
\ 
| 


ADVERTISEMENTS October, 1946 


With bones in the process of most rapid growth at 
least through the 14th year, the requirements for 
vitamin D must be met unfailingly for as long as 

growth persists. The discovery of rickets in 46.5% T 
of children between the ages of 2 and 14 in careful 
histologic studies’ gives unequivocal proof of 
the necessity for such continued supplementation. 
Upjohn vitamin D preparations supply all—natural 
vitamin D, plus ample vitamin A, in highly potent, 


convenient, well tolerated, and economical supple- 


ments. 1, Am. J. Dis. Child. 66:1 (July) 1943. 


FINE PHARMACEUTICALS SINCE 1886 


UPJOHN VITAMINS 
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changing from PZI 


When protamine zinc insulin treatment is 
.complicated by post-prandial hyperglycemia, 
nocturnal insulin reaction, protamine sensitivity, 
or other difficulties, a change to Globin Insulin 
often results in the desired improvement. The 
change is achieved in three steps: 


1. THE INITIAL CHANGE-OVER DOSAGE: The first 
day, 30 minutes or more before breakfast, give 
a single dose of Globin Insulin, equal to 12 the 
total previous daily dose of protamine zinc 
insulin or of protamine zinc insulin combined 
with regular insulin. The next day, dose may 
be increased to 24 former total. 


2. ADJUSTMENT TO 24-HOUR CONTROL: Gradually 
adjust the Globin Insulin dosage to provide 
24-hour control as evidenced by a fasting blood 
sugar level of less than 150 mgm. or sugar-free 
urine in the fasting sample. 


to 


DBIN INSULIN 


3. ADJUSTMENT OF DIET: Simultaneously adjust 
carbohydrate distribution of diet to balance 
insulin activity; initially 2/10, 4/10 and 4/10. 
Any midafternoon hypoglycemia may usually 
be offset by 10 to 20 grams carbohydrate at 
3 to 4 p.m. Base final carbohydrate adjustment 
on fractional urinalyses. 


Most mild and many moderately severe cases 
may be controlled by one daily injection ef ‘Well- 
come’ Globin Insulin with Zinc. Vials of 10 ce.; 
40 and 80 units per cc. Developed in The Well- 
come Research Laboratories, Tuckahoe, New 
York, U.S, Pat. 2,161,198. Literature on request. 


‘Wellcome’ Trademark Registered 


a BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & Il EAST 41ST STREET, NEW YORK I7, N.Y. 
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for New and Nonofficial Remedies by 
the Council on Pharmacy and Chemistry 
of the American Medical Association. 


Bacterial Vaccine and Bacterial Antigen Combined. 
Made from H. pertussis phase I organisms, 


Ayerst Pertussis Endotoxoid-Vaccine is made by suspending H. pertussis phase I 


organisms in a formalized endotoxin solution prepared from H. pertussis phase I. The result- 
ing Pertussis Endotoxoid-Vaccine is both antibacterial and antiendotoxic, thus providing 
immunity to the H. pertussis organisms-and to the endotoxin produced by these organisms, 


Ayerst Pertussis Endotoxoid-Vaccine is available in vials of 6 cc. and 24 cc. 


* AYERST, McKENNA & HARRISON Limited, 22 East 40th Street, New York 16, N. Y. 
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Protebly the Least i 
shrinking nodal Mutode,.. 


Wide margin of safety Benzedrine 
Inhaler, N.N.R., is strikingly effective in reducing 
the congestion accompanying head colds, allergic 
rhinitis and sinusitis, but it does not give rise 

to any significant degree of secondary turgescence, 
atony, or bogginess, when used as directed. 


Each Benzedrine Inhaler is packed with racemic amphetamine, S. K. F., 
250 mg.; menthol, 12.5 mg.; and aromatics. 


Benzedrine (nhaler 
a off medications 


Smith, Kline & French Laboratories, Philadelphia, Pa. 


Shambaugh, G. E., Jr.: J. lowa M. Soc, 31:373; - 
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Have You Mailed Your Enrollment 
for Disability Insurance in the 


North Carolina Medical Society Group? 


We are receiving applications from society members all over North 
Carolina. Our plan to extend the benefits under these policies is being 


enthusiastically received by all members. 


If you have not mailed your application, please let me urge you to 
do so at once. We would like to call to see you personally, but that will 


be impossible. You have already received our leaflet and enrollment 


blank. Please complete, and mail today. 


CRUMPTON 


Post Office Box 147 DURHAM, N. C. 


— Representing— 


COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 
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What a pharmaceutical manufacturer 
produces and makes available to the ™ 


While in many laboratories the search for that 
ie rarest of drugs— the ‘“‘ideal specific’’— continues, 
the procession of today’s problems still scuffs the 
waiting-room carpet. Johnny’s sore toe— old 
Mrs. Brown’s asthma— Mr. Clark’s ulcer—Lucy, 
the frail war bride, not too good a risk in an im- 
2 pending delivery. 
To thumb through the files of the average sincere 
prescription pharmacist is to discover how often 
the old and time-tried drugs are used. And how 
much of adjustment and adaptation are needed to 
fit commercially available formulae in potency 
and in content to meet current requirements. 

At U.S. Standard Products, research is, of 
course, directed towards bringing the physician 
the best of the new—conservatively evaluated. 
But a due and considerable share of time, skill, 
judgment and experience is devoted to provid- 
ing the medicaments we have now— in new com- 


practicing physician is fully as important 
® as the methods and safeguards employed. 


binations of content and potency of immediate 
practical utility. 

Physicians are realizing this in ever increasing 
numbers, and on more and more prescriptions 
U. S. Standard Products are being specified. 


OUTSTANDING U.S. STANDARD BIOLOGICALS: 
DIPHTHERIA TOXOID 
TETANUS ANTITOXIN 
SMALLPOX VACCINE 

TYPHOID VACCINE 


Also a representative list of glan- 
dular products and pharmaceuticals. 


19 No. 4th Street 
COLUMBUS 15, OHIO 


124 W. 4th Street 
1. W. Hellman Bldg. 
LOS ANGELES 13, CALIFORNIA 


946 Merchandise Mart 
CHICAGO, ILLINOIS 


208 Reilly Bldg. 
St. Paul and San Jacinto Streets 
DALLAS, TEXAS 


U.S.STANDARD PRODUCTS CO. 


WOODWORTH, WISCONSIN, U.S.A. 
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IN SCHENLEY LABORATORIES 
CONTINUING SUMMARY OF 
PENICILLIN THERAPY.... 


BEFORE YOU DECIDE ON 
THE PENICILLIN OF YOUR CHOICE 


For many years, Schenley has been among the 
world’s largest users of research on mycology 
and fermentation processes, In addition, Schenley 
Laboratories manufactures a complete line of 
superior penicillin products — products _thor- 
oughly tested for potency and quality. These two 
important facts mean you may give your patients 
the full benefits of complete penicillin therapy. 


a product of 


ningitis 


Penicillin has a well established role in the 
treatment of the coccal meningitides. In the 
meningococcic form the response to penicillin 
therapy is somewhat slower than following 
the administration of the sulfonamides; how- 
ever, penicillin is indicated in instances of 
sulfonamide-resistance and when patient sul- 
fonamide hypersensitivity exists. In meningi- 
tis due to staphylococci, 
pneumococci, strepto- 
cocci, penicillin is the drug 
of choice. 

As soon as the diagnosis 
is established, penicillin 
therapy should be insti- 
tuted in doses of 20,000 to 40,000 units every 
two to three hours by the intramuscular route. 
Treatment should be thorough, and should be 
continued until all signs and symptoms of the 
infection have been absent for seven to ten 
days. Since penicillin administered systemi- 
cally does not penetrate the subarachnoid 
space, intrathecal (intraspinal, intracisternal, 
intraventricular) administration is also re- 
quired. Ten thousand units in 10 ce. of iso- 
tonic solution of sodium chloride should be 
injected (after withdrawal of an equal volume 
of fluid) once or twice daily until the spinal 
fluid is clear, and for four days thereafter. 

When concurrent sulfonamides are indi- 
cated, they should be administered in a dosage 
sufficient to establish a blood level of 15 mg. 
per cent. 

Surgical, supportive, and other measures 
should be employed when indicated. 


SPINK, W. W., and HALL, W. H.: Penicillin Therapy at the 
University of Minnesota Hospitals: 1942-1944, Ann. Int. Med. 
22:510 (April) 1945. 


WHITE, W. L.; MURPHY, F. D.; LOCKWOOD, J. S., and 
FLIPPIN, H. F.: Penicillin in the Treatment of Pneumococcal, 
Meningococcal, Streptococcal, and Staphylococcal Meningitis, 
Am. J, Med. Sc. 210:1 (July) 1945. 


SCHENLEY LABORATORIES, INC. Executive Offices; 350 Fifth Avenue, New York City 
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What Do YOU Want? 


What may suit one person will not prove satisfactory with some- 
one else. That is why our FIRST DAY TO LIFETIME pay- 
ment policy, as approved by your Society, can be adjusted 
almost any way you desire in order to fit your individual needs. 


For example: Many physicians have told us that they do not 
care for first day benefits but do want monthly payments for 
LIFE in event of disability. This is possible at a greatly re- 
duced premium. 


This is just another step in our desire to underwrite your per- 
sonal protection on an individual basis, rather than tell you we 
have just one plan on a take it or leave it basis. Send us the 
prescription for what you want and we will do our best to fill it. 


World INSURANCE COMPANY 


710 Nissen Building 
WINSTON-SALEM, N.C. .§ HOOPER BROS. MANAGERS 
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Young Man White 


@ You may call him an “interne,” but in year—more likely two—as an active mem- 
name and in fact he’s every inch a doctor. _ ber of a hospital staff. 

He has his textbook education... his His hours are long and arduous... his 
doctor’s degree. But, in return for the duties exacting. But when he finally hangs 
privilege of working side by side with the _ out his coveted shingle in private practice 
masters of his profession, he will spend a _ he will be a doctor with experience! 


According to a 
recent independent 
nationwide survey: 


More Doctors 
Smoke Camels 


than any other cigarette 


R. J. Reynolds Tobacco Company, Winston-Salem, N.C. 
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CHARLOTTE EYE, EAR & THROAT HOSPITAL 


No. 106 Wesr Sr. 
CHARLOTTE, NORTH CAROLINA 


Adjacent to Professional Building 


—STAFF— 
Oto-Laryngology 
Dr. C. N. Peerer 
Dr. F. E. Morrey 
Dr. V. K. Harr 


Ophthalmology 


Dra. H. L. Stroax 
Dr. F. C. Smrrn 


Perimetrist 

MaroaretT Monroe Smirn, Pxu.D. 
X-Ray and Laboratery 

W. E. Roserrts 

Superintendent 

Miss Torrence 


ROOMS —Single or En Suite 


OFFICES OF THE STAFF ARE LOCATED IN THE HOSPITAL 


oe A modern, fireproof, completely equipped Hospital for the diagnosis and treatment of dis- 
eases of the Eye, Ear, Nose and Throat. Diagnostic and Therapeutic Bronchoscopy and 
Esophagoscopy 

Nursing staff consists of graduate nurses only 


NEw ACMI piacnostic SETS FEATURE 


WITH COATED LENSES 


We are proud to introduce this new Diagnostic Set for eye, ear, 3 


nose and throat examination. A _ significant improvement of 


outstanding importance—exclusive with the ACMI ophthalmo- 


. Large Set, illustrated scope —is the coating of its lens system with a reflection 
above, incorporates an 
otoscope head, 5 ear and 
1 nasal specula, ophthal- 
moscope head (with built- and eliminates halo, flare and ghost images. 
in color filter and aper- 

ture changer), a large 

battery 


and POWERS & ANDERSON, INC. 


space for a tongue de- 


pressor head, additional 227 W. York St. 58-60 Burke St 
specula and a replacement : 


lamp. Norfolk, Va. : Winston-Salem, N.C. 


reducing substance which greatly increases the amount of light 


transmitted, improves the definition and clarity of the image, 


XVI 


FOR DEPENDABLE ORAL ESTROGEN THERAPY 
In ESTINYL, a derivative of alpha-estradiol, the po- 
tency and smooth action characteristic of natural estro- 
gens are linked together with the economy previously 
obtainable only with synthetic preparations. Small 
doses of this new oral estrogen alleviate menopausal 


symptoms rapidly and rarely cause side effects. 


tablets 


DOSAGE: One ESTINYL Tablet of 0.05 mg. daily. In 
severe cases two and three tablets may be prescribed 
daily. Current practice is to administer ESTINYL for 
two weeks after which a rest period of a few days is 
allowed. Such cycles are repeated as long as required. 


ESTINYL (ethinyl estradiol) Tablets of 0.05 mg. (pink) and 
0.02 mg. (buff) in bottles of 100, 250 and 1,000 tablets. 


Trade-Mark ESTINYL—Reg. U.S, Pat. Off. 


CORPORATION + BLOOMFIELD, N. J. 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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octor—Jud ge 


| Morris suggests you judge .. . from 


the evidence of your own personal obser- 
vations ... the value of PHILIP Morris Ciga- 
rettes tO your patients with sensitive throats. 
PUBLISHED STUDIES* SHOWED WHEN SMOKERS 
CHANGED TO PHILIP MORRIS SUBSTANTIALLY EVERY 
CASE OF THROAT IRRITATION DUE TO SMOKING 
CLEARED COMPLETELY, OR DEFINITELY IMPROVED. 
But naturally, no published tests, no matter 
how authoritative, can be as completely con- 


vincing as results you will observe for yourself. 


PHILIP MORRIS 


PHILIP MORRIS & CO., LTD., INC. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60. 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine new blend— 
CouNTRY Doctor PIPE MIxTuRE. Made by the same process as used in the manufacture of 
Philip Morris Cigarettes. 
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Ning 
Neural. 


than the menopause nor the use of natural estrogens for oO “aaah. 


true replacement therapy. Amniotin, a complex of natural 


estrogens, has a seventeen year record of safety and effectiveness 
in the menopausal syndrome. A wide range of forms and 
potencies permits notable flexibility and precision in dosage. 
The objective of using “the minimum dosage at the longest possible 
intervals compatible with control of symptoms” is readily attained. 
Once symptoms are controlled parenterally, the patient may be 
easily maintained orally on a gradually reduced dosage. Amniotin 


is highly purified, standardized in International Units, 


1. Watson, B, P.: J. Clin, Endocrinology 4:571 (Dec.) 1944. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Eli Lilly and Company, Indianapolis 6, Indiana, U.S. A. 


herapy with the Sulfonamides 


In 1937 sulfanilamide was introduced into general clinical use. During the 
next six years sulfapyridine, sulfathiazole, sulfadiazine, and sulfamerazine 
followed in rapid succession. The vast clinical literature which has accumu- 
lated in the interval has been carefully organized and condensed by the Lilly 
Research Laboratories into an eighty-three-page book entitled Therapy with 
the Sulfonamides. A bibliography of 323 references is included. The discus- 
sion is divided between systemic and local administration. Many helpful 
charts, including ‘Sulfonamides in Order of Choice for Systemic Use,” 
“Dosage of Sulfonamides for Adults,”’ and ‘Dosage of Sulfonamides for 
Infants and Children,” are included. Request a free copy of Therapy with the 
Sulfonamides from the Lilly medical service representative or direct from 
Indianapolis. Sulfonamides, Lilly, for systemic and local administration are 
provided in a complete variety of dosage forms, subject to your specifications. 


| | 


For prompt but short hypnosis 


Because of its satisfactory therapeutic index, 
‘Seconal Sodium’ (Sodium Propyl-methyl-carbiny! 


Allyl Barbiturate, Lilly) has found favor as a seda- 


A tive and hypnotic in pediatric practice, obstetrics, 


and surgery. For cases in which a rapid-acting 
barbiturate is indicated, ‘Seconal Sodium’ may be 
employed with a high degree of safety and with 
the assurance that undesirable side-effects will be 
negligible. 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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A picture of The Good Samaritan provided the inspiration that 


ILLUSTRATION BY ARTHUR SARNOFF 


any 


EvEN during his infrequent intervals of relaxation the 
physician’s professional services are likely to be in 
demand. Young athletes require care that only a com- 
petent authority can provide. Prompt attention to a 
bruised knee, a sprained wrist, or a twisted ankle may 
prevent serious damage. And so it is that the physician 
often may be found in the stands at a baseball game, in 
the gallery at a tennis match, or on the bench ata foot- 
ball contest, prepared for any emergency that may arise. 

The manufacturer of drugs and medicines also ren- 
ders a service peculiar to him alone. During ordinary 


times his task is none too difficult, but he must be 
prepared to meet any emergency. In times of stress, 
production must be increased, distribution accelerated. 
During the recent horrifying crisis that engulfed the 
world, demand for new and better biological agents, 
improved pharmaceuticals, and blood plasma reached 
an unprecedented high. Eli Lilly and Company is proud 
of the fact that it was able to respond to wartime 
demands in full measure, without imposing serious 
inconvenience on civilian physician, pharmacist, or 
patient. Remaining shortages are rapidly disappearing. 


eventually led to the founding of Eli Lilly and Company 
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SOME ASPECTS OF SEX ENDOCRINOLOGY 
IN GENERAL PRACTICE 


E. C. HAMBLEN, M.D. 


DURHAM 


Most endocrine therapy is given by physi- 
cians engaged in the general practice of 
medicine and surgery rather than by endo- 
crinologists or other physicians who practice 
limited specialties. In view of this fact, the 
present discussion will be limited to a con- 
sideration of some practical aspects of treat- 
ment with endocrine substances. 


General Considerations 


Despite improved methods for diagnosing 
dysfunction of the endocrine glands, much 
present-day endocrine therapy is empiric. 
Potent glandular preparations cannot be 
administered empirically without the likeli- 
hood of undesired side actions. The essential 
basis for good endocrine therapy is a good 
diagnosis. Once the diagnosis is made, the 
proper endocrine preparation must be chos- 
en. To make the correct choice, the physi- 
cian should be familiar with the physiologic, 
pharmacologic, and chemical characteristics 
of the various hormones. He should know 
hormones and not trade names. It should 
be no more difficult for him to master the 
short list of hormones than to become fa- 
miliar with the various vitamins and sulfon- 
amides. Many of the hormones possess both 
metabolic and sexual properties. Both prop- 
erties may be indicated in the treatment of 
some patients, whereas only one of these 
properties may be indicated for other pa- 
tients. In the latter, side actions of hormones 
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may provoke undesired responses. 

When possible, dosages of hormones 
should be in terms of milligrams or inter- 
national units. 


Desiccated Thyroid Gland 


Desiccated thyroid gland is the oldest of 
the gland products, and the most widely used 
and abused. Most thyroid therapy, especial- 
ly in obstetric and gynecologic practice, is 
empiric. Almost any functional disturbance 
of woman appears to be grounds for thyroid 
medication, if we are to judge from some of 
the current literature as well as from the 
records of some of the patients we see. This 
unnecessary thyroid therapy is not without 
danger. 

One of the dangers of this therapy is 
thyroid addiction. The usual story of thy- 
roid addiction is this: A patient is started 
on thyroid medication upon the basis of a 
presumed thyroid deficiency. She (or he) 
tolerates this medication well, and, in view 
of this good tolerance, the daily dosage is in- 
creased. It is assumed that the patient’s 
ability to take thyroid medication measures 
the need for it; this assumption is errone- 
ous. The patient who is able to take most 
desiccated thyroid gland is the patient whose 
thyroid function is normal. The patient with 
hyperthyroidism and the patient with hypo- 
thyroidism tolerate thyroid medication poor- 
ly; a patient with marked myxedema rarely 
requires daily morethan 11!» grains of U.S.P. 
desiccated thyroid gland. In the normal pa- 
tient who has been given large doses of thy- 
roid empirically, an attempt to withdraw 


~ 


hy 

De ‘ 
4 

14 

a 

é 

| 
an 
| 

i 


the thyroid medication often produces a 
characteristic train of symptoms. After a 
few weeks, the patient begins to experience 
thyroid deficiency symptoms, and expresses 
the desire to resume thyroid therapy. If a 
basal metabolism test be done some four to 
six weeks after the withdrawal of empiric 
thyroid therapy, the rate may be found to be 
quite low. The inference commonly drawn 
at this point is that the original presumptive 
diagnosis of hypothyroidism must have been 
correct, and, accordingly, the patient is 
started again on thyroid medication. What 
actually has happened is that the empiric 
thyroid therapy has depressed the intrinsic 
function of the thyroid gland and produced 
a pharmacologic hypothyroidism. It seems 
very likely that those patients who take 
large amounts of desiccated thyroid gland 
have thyroid addiction. 

Desiceated thyroid gland should be ad- 
ministered only to patients with clinically 
evident hypothyroidism. As useful as is the 
determination of the basal metabolic rate, it 
has the shortcomings of all other laboratory 
tests. A low basal metabolic rate cannot be 
used as the only basis for the diagnosis of 
hypothyroidism. The clinical symptoms and 
signs should be interpreted and correlated 
with the basal metabolism test. 


Administration 

U.S. P. preparations of desiccated thyroid 
gland should be employed. Enteric coating 
is of doubtful value. There is no need 
to give broken doses. The entire daily 
dose may be given at one time; we usually 
give the medication before breakfast. The 
daily dose should be small at first, even in 
patients with severe hypothyroidism, and it 
should be gradually increased at three to 
four-week intervals until the required 
amount is reached. This procedure will avoid 
complications which arise (especially cardio- 
vascular ones) when large doses are em- 
ployed initially. Desiccated thyroid gland 
has a cumulative action. The full effect of 
one day’s dose is not experienced for some 
seven to ten days, and the effects of thyroid 
therapy may not disappear completely for 
sixty to ninety days after treatment is dis- 
continued. If a patient has been taking thy- 
roid medication, one should wait this long 
after its discontinuance to evaluate the basal 
metabolic rate. Too often we see patients 
who have been taking thyroid medication 
and who stop it a week or so before their 
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visit to us. The interpretation of the basal 
metabolic rate and of the serum cholesterol 
levels in these patients is unsatisfactory. It 
would have been better if the medication 
had been continued and the dosage made 
known to the consultant. 

Patients should be supplied with only 
enough desiccated thyroid gland for a month 
of treatment. The material should be fresh 
and should be kept in the refrigerator in 
warm weather. The patient receiving thy- 
roid medication should be seen at monthly 
intervals, and the response to therapy 
should be gauged by clinical symptoms and 
signs and by an occasional repetition of the 
basal metabolism test. 

Despite the present-day inclination to give 
injections, there is no need to give thyroid 
medication except by mouth as desiccated 
thyroid gland. Thyroxin is not needed in 
treatment. 

Estrogens 


There is no need to give estrogens by in- 
jection, since potent estrogens which can be 
given economically by mouth are available. 
A more even therapeutic effect is obtained 
by oral administration, and the patient is 
spared expense and useless office visits. She 
is spared also the psychologic conditioning 
which goes with the belief that good health 
is dependent on hypodermics. 

There are two general types of estrogens: 
(1) the natural hormonal] estrogens, which 
are quite similar, and usually identical, to 
intrinsic hormones; and (2) the synthetic 
estrogens, the pharmacologic properties of 
which alone are similar to intrinsic estro- 
gens. 

The natural estrogens have these advan- 
tages over the synthetic estrogens: They are 
better tolerated by the patient; they give the 
patient a sense of well-being; and they have 
metabolic actions which the synthetic estro- 
gens do not have—namely, in favoring the 
storage of water, sodium, and nitrogen. The 
only advantage of the synthetic estrogens, 
the most common representative of which is 
diethylstilbestrol, is their cheapness. 

The estrogen preferred by us is pre- 
marin"), a mixture of conjugated estrogens, 
the principal one of which is estrone sulfate. 
It is available in tablet or liquid form. We 
have found that a 1.25 mg. tablet of pre- 
marin is equivalent pharmacologically to a 
1 mg. tablet of diethylstilbestrol. 


1. Premarin is supplied by Ayerst, McKenna and Harrison, 
Rouses Point, New York. 
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Estrogens produced by the ovaries are re- 
sponsible for the characteristically feminine 
development and functions of woman. When 
ovarian function fails or is inadequate, es- 
trogen therapy can make up for this deficit. 
Estrogen therapy does not stimulate the 
ovaries but, on the contrary, depresses their 
function. Estrogen therapy, therefore, is 
substitutional and not stimulative. For in- 
stance, a woman with ovarian sterility can- 
not be made fertile by estrogen therapy. A 
fertile woman may be made sterile while 
she takes estrogen therapy. 

Since the ovary normally works in cycles, 
it is our belief that all estrogen therapy 
should be given in a cyclic fashion. We give 
estrogens daily for twenty days and with- 
draw therapy for eight to ten days. When 
there are spontaneous bleeding cycles, estro- 
gen therapy is started on the fourth or fifth 
day of the cycle and withdrawn before the 
next period is due. 


Uses of estrogens 

Nowhere in medicine are more dramatic 
therapeutic effects obtained than those 
which follow estrogen therapy in the girl 
who has failed to develop sexually. A daily 
dose of 2.5 to 3.75 mg. of premarin given in 
a cyclic fashion for several months may 
bring about striking adolescent changes in 
these individuals. These changes culminate 
eventually in uterine bleeding which recurs 
cyclically in association with cyclic therapy. 
This is not true menstrual bleeding, how- 
ever, since it is not preceded by the dis- 
charge of an ovum from the ovaries. Estro- 
gen therapy of these individuals may correct 
their endocrine deficiencies but not their in- 
fertility. If the ovaries cannot be stimu- 
lated, by other forms of therapy, to initiate 
their normal functions, estrogen therapy is 
the only recourse for these patients. Since 
estrogen therapy is merely substitutional in 
nature, it must be continued as long as its 
effects are desired. 

Functional excesses of uterine bleeding 
may be stopped within two to five days by 
adequate estrogen therapy, and cyclic bleed- 
ing of normal amount and duration may be 
restored by several cycles of therapy with 
estrogen and progestin. This form of treat- 
ment will be discussed later. Caution should 
be taken not to overlook organic lesions in 
patients with excessive bleeding. The wo- 
man past 35 should always have a diagnostic 
curettage to rule out organic trouble. 
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It is in the treatment of symptoms asso- 
ciated with the climacteric that estrogen 
therapy has been most used—and most 
abused. The purpose of treatment at this 
time of life is to reduce the severe symptoms 
which occur in a minority of women. Estro- 
gens should not be given routinely at the 
climacteric in an attempt to relieve all the 
discomforts which may arise at this time. 
Since the symptoms of the climacteric are 
self-limited, estrogen therapy at this time 
should be limited in its duration. The doses 
of estrogen should be small. Doses which 
approximate those required for full ovarian 
substitution—that is, 2.5 to 3.75 mg. of pre- 
marin daily—will stop the sexual involution 
at the climacteric, which is not the purpose 
of treatment. If these doses are continued 
one may postpone indefinitely the change of 
life. Our knowledge of gerontology does not 
warrant this. 

It is our opinion that the daily dose of 
premarin in the treatment of the climacteric 
symptoms should not exceed 0.625 mg. per 
day. The therapy should be given cyclically 
for twenty days and withdrawn for eight or 
ten. Estrogen therapy should not be con- 
tinued longer than four to six months. The 
doses should be reduced gradually before be- 
ing stopped. If these suggestions are fol- 
lowed, the patient will be spared undue 
uterine stimulation, which is followed by re- 
sumption of bleeding. The reappearance of 
bleeding often undoes all the palliative ef- 
fects of estrogen therapy. 

Not infrequently we see women who have 
received large amounts of estrogens at infre- 
quent intervals of one to four weeks, or 
whenever their fancy dictates. This hap- 
hazard form of treatment is an ideal form- 
ula for keeping the woman’s endocrine sys- 
tem in a state of flux and chaos, and for 
prolonging the symptoms of the climacteric 
indefinitely. 

Estrogens are no cure for the domestic 
conflicts, financial worries, or psychopathies 
which may befall the woman at the climac- 
teric. 

Estrogens have a limited usefulness in the 
male as a palliative treatment of inoperable 
carcinoma of the prostate. At times strik- 
ing relief of pain and improvement in the 
extensive osseous metastases result. Diethyl- 
stilbestrol is usually employed, although 
there is no reason to believe that the natural 
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estrogens are notequally effective. The modus 
operandi of estrogen therapy is an inhibition 
of the testicular hormone, androgen, which 
appears to enhance the growth and spread 
of prostatic carcinoma. The feminizational 
phenomena — particularly gynecomastia — 
which result from estrogen therapy of the 
male illustrate the contrasexual nature of 
this therapy. When given to the healthy 
male, estrogens not only provoke gyneco- 
mastia but also loss of libido and degenera- 
tion of the seminiferous epithelium, with 
resultant aspermia. A similar type of sex 
inversion occurs when the normal woman is 
treated with the male hormone, androgen. 


Progestin 


Progestin is the hormone of the corpus 
luteum. It has nothing to do with feminiza- 
tion of women. Its role is concerned with 
fertility and gestation. Progestin is impor- 
tant in the regulation of the menstrual 
cycle, in the preparation of the endometrium 
for nidation of the fertilized ovum, and in 
the hormonal physiology of pregnancy. Pro- 
gestin, through its actions on the metabolism 
and excretion of estrogens and on the ovar- 
ian-stimulating function of the pituitary, 
exerts an important control over the hor- 
monal mechanism of the menstrual cycle. 

Progestin is available in an orally active 
form’, and there is little apparent advan- 
tage in giving it by injection. By the time 
the physician’s charge for giving injections 
is included and the inconvenience to the pa- 
tient is taken into account, oral progestin 
therapy is actually more economical. All 
progestin therapy is expensive. The prices 
of progestin have not been brought down by 
the competition of synthetic products, since 
there are no synthetic preparations with 
progestational action. Because of its ex- 
pense, progestin should not be given except 
when it is definitely indicated. 

Uses of progestin 

The use of corpus luteum preparations in 
dysmenorrhea is time-honored, the premise 
being that they ‘quiet’ the uterus. Progestin, 
in our experience, exerts no specific effects 
in dysmenorrhea. We get better results with 
small amounts of estrogen. 


Likewise corpus luteum preparations have 


2, Pranone, a preparation of progestin which is active 
when taken by mouth, is supplied by Schering Corpora- 
tion, Bloomfield, New Jersey. 

Another preparation of oral progestin is lutocylol, which 
is supplied by Ciba Pharmaceutical Products, Summit, 
New Jersey. 
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constituted the conventional therapy of 
threatening and habitual abortions. The 
premise is that progestin allays uterine con- 
tractility. There is a growing belief, how- 
ever, that progestin therapy is of minor im- 
portance in these conditions. Some clinicians 
employ estrogens alone with good success. 
Adequate estrogen levels are doubtless nec- 
essary for the continuation of pregnancy. 
For years, we have used both estrogens and 
progestin in the treatment of threatening 
and habitual abortions. The usual daily oral 
doses of estrogens and progestin which we 
employ for this purpose is 3.75 to 7.5 mg. 
of premarin and 30 to 60 mg. of pranone. 
Perhaps the most striking application of 
progestin to therapy, and certainly the most 
important and specific one, is in the treat- 
ment of functional excesses of uterine bleed- 
ing. These commonly are associated with 
disturbances in pituitary and ovarian func- 
tion, and are characterized by failure of 
ovulation (anovulatory cycles and resultant 
sterility) and bleeding from interval or 
estrogen-prepared endometriums. The pro- 
longed episodes of bleeding may be con- 
trolled within two to five days by the oral 
administration of premarin in daily doses 
ranging from 3.75 to 7.5 mg. The under- 
lying disturbance may be corrected by cyclic 
estrogen-progestin therapy continued after 
hemostasis has been effected. Whatever dos- 
age of premarin was required for hemosta- 
sis, the same dosage should be continued for 
twenty days after hemostasis. During the 
last ten days of this period of treatment, 
pranone is also given by mouth. If the daily 
dose of premarin was 3.75 mg., the daily 
dose of pranone is 30 mg.; if the daily dose 
of premarin was 7.5 mg., the daily dose of 
pranone is 60 mg. When this first cycle of 
estrogen-progestin therapy is concluded, 
there will be an onset of bleeding within a 
few days. On the third to fifth day of this 
episode of bleeding another cycle of estro- 
gen-progestin therapy is begun and is given 
similarly, save for the fact that a lower 
dosage schedule is used—that is, a daily 


dose of 3.75 mg. of premarin and a daily | 


dose of 30 mg. of pranone. In all, two or 
three similar cycles of treatments are advis- 
able. This form of therapy regulates bleed- 
ing quite promptly and is followed, in the 
vast majority of patients, by a resumption 
of normal ovarian and pituitary functions, 
evidenced by normal ovulatory cycles com- 
patible with fertility. This form of treat- 
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ment saves many young women the rigors 
of repeated curettages and the disastrous re- 
course to radium and roentgen therapy or 
hysterectomy. 


Androgens 


Androgens, the male hormone, are respon- 
sible for the characteristic maleness of man. 
The characteristic member of the androgens 
is testosterone. It is available commercially 
as testosterone propionate”). Testosterone 
propionate requires administration by injec- 
tion. It is usually given intramuscularly in 
an oil medium. The average dose is 25 mg. 
injected two or three times weekly. This is 
a full substitution dosage for severe hypo- 
gonadism. The slow absorption of the hor- 
mone from the oil depots makes it possible 
to give the injections at intervals of two to 
three days. The orally active form of testo- 
sterone, methyl testosterone’, requires a 
much larger dosage than that of testoste- 
rone propionate. The oral product is ex- 
creted very rapidly, and it is quite difficult, 
as well as quite expensive, to maintain ade- 
quate blood levels of testosterone, especially 
when there is grave testicular deficiency. 
Since no synthetics with androgenic prop- 
erties have been prepared, competitive price 
reductions have not resulted. 


Uses of androgens 

Androgen therapy of the hypogonadal 
male produces results as dramatic as those 
produced by estrogen therapy of the hypo- 
ovarian female. The androgen acts to make 
up for deficient androgen output by the pa- 
tient’s cells of Leydig. This is substitutional 
therapy and not stimulative therapy. In fact, 
androgens, administered to the male with 
normally functioning testes, produce 
marked depression, not only in the androgen 
output of the testes, but also in spermato- 
genic activity. Full substitutional doses of 
androgen may produce complete aspermia 
in a normal male within four to six weeks. 
This fact makes it plain that androgens are 
contraindicated in the treatment of male in- 
fertility. This form of therapy lowers the 
already low seminal values. 


Because of the depressing effects of andro- 
gen therapy upon the testes, it should be 


8. Representative commercial preparations of testosterone 
propionate are oreton, supplied by Schering Corporation, 
Bloomfield, New Jersey, and perandren, supplied by Ciba 
Pharmaceutical Products, Summit, New Jersey. 

4, Representative commercial preparations of methyl testo- 
sterone are metandren, supplied by Ciba Pharmaceutical 
Products, Summit, New Jersey, and oreton-M, supplied by 
Schering Corporation, Blodmfield, New Jersey. 
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used only in those hypogonadal males whose 
testes cannot be stimulated by gonad-stimu- 
lating therapy. This statement means that 
androgens should be used only in intrinsic 
hypogonadism, which is due to disease, 
malformation, hypoplasia, or absence of the 
testicles. When there is doubt as to the 
etiology of the hypogonadism, a thorough 
trial of gonadal stimulators should be car- 
ried out. When intrinsic hypogonadism ex- 
ists and the testes cannot be stimulated, the 
only recourse is substitutional therapy with 
androgens. The prognosis for effective sper- 
matogenesis is nil. An excellent endocrine 
result may be obtained, however, which is 
manifested by a normal unfolding of the 
adolescent maturational phenomena and the 
initiation of an adequate sex drive. The 
metabolic effects of androgens are as impor- 
tant to the patient as the sexual ones. There 
is an increased storage of sodium and water 
and an increased capacity to utilize nitrogen. 
This nitrogen goes to form muscle, and ac- 
cordingly, androgens may be said to have 
musculotropic properties, which increase 
work capacity and muscle strength. Since 
this specific effect on muscle extends to car- 
diac muscle, androgens have been used in 
the treatment of selected types of cardi- 
opathies. 

Much has been said and written about the 
male climacteric. It is certainly not as defi- 
nite as the climacteric of woman. Character- 
istic hormone changes, which are uniformly 
present in the climacteric of woman, rarely 
are encountered in the so-called climacteric 
of man, unless it be an artificial climacteric 
produced by castration. Androgen therapy 
does make many aging males feel better, not 
necessarily by virtue of any sexual stimula- 
tion. As a rule, these men are not interested 
in this. The metabolic effects of the andro- 
gens, together with a general sense of well- 
being which results from androgen therapy, 
probably explain its beneficial effects in 
aging men. There does not seem to be any 
real contraindication to a trial of androgen 
therapy when the so-called climacteric is 
thought to be responsible for the psychoso- 
matic insufficiency of aging men. The dos- 
ages employed should be considerably less 
than those required for full substitutional 
therapy. 

Gonadotropins 
Pituitary gonadotropins 


The pituitary normally stimulates the 
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gonads of both sexes. This gonadal stimula- 
tion results from the action of gonadotro- 
pins. It would therefore be logical to treat 
gonadal deficiencies which result from in- 
adequate pituitary stimulation with prepa- 
rations containing pituitary gonadotropin. 
Unfortunately there are no satisfactory pit- 
uitary gonadotropins available. The pitui- 
tary gonadotropins which we have tried 
have been low in potency and have provoked 
severe reactions when injected. 


Equine gonadotropins 


This gonadotropin is prepared from the 
serum of pregnant mares. Gonadogen"? is 
a good example of the commercial prepara- 
tions of equine gonadotropin. Equine gonad- 
otropin is a protein. It must be given by 
injection in aqueous solution. Its molecule 
is sufficiently large that it does not filter 
through the kidneys. Equine gonadotropin 
tends to be cumulative. It has the property 
of provoking allergic sensitivities, and the 
patient should always be skin-tested to the 
preparation before each series of treat- 
ments. Sensitivity is more likely to develop 
following a series of treatments than to be 
present initially. Prolonged therapy with 
equine gonadotropin produces antibody for- 
mation, or perhaps a true antihormonal 
phenomenon. This vitiates subsequent ther- 
apy. Short series of treatments lasting ten 
days or less apparently do not provoke these 
responses. If antihormones are formed, 
they will disappear, it has been said, within 
thirty to sixty days. 

The important effect of equine gonadotro- 
pin is on the follicular apparatus of the 
ovary. If hypofunctioning ovaries are ca- 
pable of being stimulated—that is, if they 
are not intrinsically inadequate—therapy 
with equine gonadotropin will produce fol- 
licular maturation and carry this up to the 
immediate preovulatory stage. Associated 
with this maturation of the follicle, there is 
an outpouring of estrogens. In view of this 
specific action, therapy with equine gonad- 
otropin is important as a part of gonado- 
tropic treatment designed to stimulate hypo- 
functioning ovaries, particularly when the 
problem is one of sterility. To induce ovula- 
tion and a full ovarian response, however, 
initial therapy with equine gonadotropin 


5. Gonadogen is supplied by The Upjohia Company, Kala- 
mazoo, Michigan. 
Another commercial preparation of equine gonadotropin 


is anteron, supplied by Schering Corporation, Bloomfield, 
New Jersey, 
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must be followed by therapy with chorionic 
gonadotropin. This will be discussed later. 


Equine gonadotropin stimulates the sem- 
iniferous epithelium of the testes of some 
experimental animals. In view of this action, 
it gave promise in the treatment of lowered 
fertility in the male. Experience, however, 
has not been encouraging. The general con- 
sensus is that equine gonadotropin therapy is 
of practically no value in the treatment of 
depressed spermatogenesis in the male. 


Chorionic gonadotropins 

This gonadotropin is present in the urine 
of pregnant women and is usually manufac- 
tured commercially from this source. Repre- 
sentative commercial preparations are A.P. 
L. and antuitrin-S®. 


It is this gonadotropin in the urine of 
pregnant women which is responsible for 
positive pregnancy tests. Its role in physi- 
ology is concerned with pregnancy. It differs 
chemically and pharmacologically from pit- 
uitary and equine gonadotropins. It is a 
protein and is available in aqueous solution 
or as a powder to be dissolved in water for 
clinical use. The gonadotropin filters freely 
through the kidneys and is excreted rapidly. 
It must be given daily—or better, twice daily 
—to maintain adequate blood levels. It must 
be given by injection. Since it is a natural 
hormone and is available commercially in a 
fair state of purity, sensitivities and re- 
actions to the injections are very infrequent- 
ly encountered. Antihormonal phenomena 
are not provoked, and prolonged treatment 
may be carried out without complications. 


The most important application of chori- 
onic gonadotropin to the treatment of wo- 
man is for ovarian stimulation, particularly 
when sterility is the problem. It constitutes 
a part of a therapy which we have called 
cyclic one-two gonadotropic therapy. This 
method of treatment takes advantage of the 
ability of equine gonadotropin to produce 
follicle maturation to the preovulatory 
phase, and employs the ability of chorionic 
gonadotropin to induce ovulation of the ade- 
quately preformed follicle and subsequently 
to stimulate unfolding and functioning of 
the corpus luteum. The schedule for cyclic 
one-two gonadotropic therapy is as follows: 

The patient is skin-tested with equine 
gonadotropin to be certain no _ sensitivity 


6. A.P.L. is supplied by Ayerst, McKenna and Harrison, 
Rouses Point, New York. 
Antuitrin-S is supplied by Parke, Davis and Company, 
Detroit, Michigan. 
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exists. She is then given daily doses of 500 
international units” of equine gonadotropin 
intramuscularly for ten days. If the patient 
has a bleeding cycle, injections of equine 
gonadotropin are begun on the fifth day of 
the cycle and continued through the four- 
teenth day of the cycle. 

Immediately following this series of in- 
jections of equine gonadotropin, the patient 
is given daily doses of 500 international 
units of chorionic gonadotropin intramuscu- 
larly for ten days. If the patient has a bleed- 
ing cycle, the injections of chorionic gonad- 
otropin are given from the fifteenth to the 
twenty-fourth days of the cycle, inclusive. 
Ovulation is expected on the day. the first 
injection of chorionic gonadotropin is given. 
If sterility is the problem, coitus should be 
carried out at this time. 

The response to therapy may be evaluated 
by studies of basal daily rectal temperatures 
or by endometrial biopsy at the conclusion 
of treatment. If negative results are ob- 
tained from one series of treatments, the 
treatment may be repeated after several 
months, using double doses of the gonado- 
tropins. If positive responses are secured, 
the treatment may be repeated every three 
or four months, in conjunction with trials 
at pregnancy if sterility is a problem. 

This treatment is rarely curative. It rep- 
resents in reality substitution at the pitui- 
tary level. Continued substitution of this 
nature is impossible because of the danger 
of antihormonal phenomena, the expense of 
the commercial preparations used, and the 
nuisance to the patient of repeated injec- 
tions. 

The chief application of chorionic gonad- 
otropin to treatment of the male is in crypt- 
orchidism and in hypogonadism, when the 
testes are capable of stimulation. 

The modus operandi of chorionic gonado- 
tropin in cryptorchidism is its ability to 
stimulate the testes, thereby increasing their 
weight and causing an increased outpouring 
of androgens which prepares the testicular 
pathway for descent. Chorionic gonado- 
tropic therapy is of no value in cryptorchid- 
ism associated with markedly hypoplastic 
testes which are incapable of stimulation. 
This therapy is of no value, likewise, when 
cryptorchidism is due to mechanical factors. 
7. These two gonadotropins are assayed in terms of inter- 


national units and, accordingly, their dosages are ex- 
pressed in these terms. 
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Chorionic gonadotropic therapy brings down 
only those testes which probably would de- 
scend spontaneously during adolescence, but 
by bringing them down before this age, it 
lessens the chance of damage to the testes 
as a result of their ectopic location. It also 
permits early recognition of cryptorchidism 
which will require orchidopexy for its cor- 
rection. 

The daily doses of chorionic gonadotropin 
employed in the treatment of cryptorchidism 
range from 100 to 500 international units, 
depending upon the age of the patient. When 
the preadolescent boy is being treated, the 
dosage should be kept small and treatments 
interrupted at four- to six-week intervals, 
lest undue stimulation of genital growth 
(pubertas praecox) result from the in- 
creased outpouring of androgens. If undue 
genital stimulation is observed, treatment 
can be discontinued and regression will oc- 
cur. 

The other application of chorionic gonad- 
otropic therapy is in hypogonadism when 
the testes maintain an ability to be stimu- 
lated. Chorionic gonadotropin causes the 
cells of Leydig to secrete increased amounts 
of androgens. These bring about maturation 
of the genital system and an orderly unfold- 
ing of the adolescent phenomena. Under 
this stimulation, the seminiferous appara- 
tus may be expected to initiate normal sper- 
matogenesis. Therefore, in patients who re- 
spond to chorionic gonadotropic therapy, 
testicular function may be completely sal- 
vaged. The recourse of patients who do not 
respond to this treatment is substitutional 
therapy with androgens. The usual daily 
dose of chorionic gonadotropin in the treat- 
ment of hypogonadism is 500 international 
units. 

Chorionic gonadotropin has been used ex- 
tensively in the treatment of depressed sper- 
matogenesis in association with lowered fer- 
tility. The results have been generally neg- 
ative. 


Summary 


The more commonly used endocrine prep- 
arations have been discussed and their ap- 
plications to the treatment of sex endocrine 
problems of the male and female have been 
considered. Practical aspects of therapeutic 
regimens, evaluation of results, and limita- 


_ tions of therapy have been discussed. 
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THE INCREASE IN DIPHTHERIA 
INCIDENCE IN 1945 


C. P. STEVICK, M.D., Director 
DIVISION OF EPIDEMIOLOGY 
NORTH CAROLINA STATE BOARD OF HEALTH 
RALEIGH 


Although diphtheria is commonly consid- 
ered to be one of the diseases for which 
means of practically complete eradication 
is available, the decline in diphtheria inci- 
dence has not been as rapid in North Caro- 
lina as in many other states. This situation 
became more acutely evident in 1945, when 
there occurred a nation-wide increase in the 
disease. At that time the incidence for North 
Carolina rose considerably higher than did 
that for the nation as a whole. 

The following is a review of the incidence 
of diphtheria in North Carolina and a dis- 
cussion of certain of the factors responsible 
for the 1945 increase. 


Diphtheria Incidence in North Carolina 
and the Nation 


Table 1 shows the total number of cases 
reported annually in North Carolina, and 
the corresponding rates, for the period 1918- 
1945. From 1932 to 1939 the disease was 
at a considerably lower level than in previ- 


Table 1 


North Carolina 
Reported Diphtheria Cases—1918-1945 


Rate per 
Years Cases 100,000 pop. 
1918 1,366 55.3 
1919 8,519 140.8 
1920 3,422 133.7 
1921 5,136 196.4 
1922 8,136 307.8 
192¢ 4,671 173.9 
1924 4,095 150.4 
1925 3,437 122.2 
1926 3,198 111.8 
1927 3,034 104.7 
1928 3,826 130.3 
1929 4,337 138.0 
1930 3,248 105.0 
1931 3,156 99.0 
1932 1,895 56.0 
1933 2,497 76.0 
1934 9,114 63.9 
1935 1,720 54.3 
1936 2,347 68.0 
1937 2,056 58.9 
1938 2,442 69.8 
1939 2,368 67.0 
1940 1,125 31.5 
1941 1,629 45.6 
1942 1,187 33.2 
1943 795 
1944 648 17.3 


1945 1,464 38.7 
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ous years, but there was no definite down- 
ward trend. After 1939 a rapid decline oc- 
curred until, in 1945, North Carolina experi- 
enced a 123 per cent increase over the pre- 
ceding year, as compared to a 21 per cent 
increase for the nation. 

Figure 1 shows the North Carolina mor- 
bidity rates, compared with those of the 
United States, for the past ten years. In 
1936 North Carolina’s diphtheria morbidity 
rate was approximately three times that of 
the nation. In subsequent years this situa- 
tion slowly improved, so that in 1944 the 
rate for this state was approximately one 
and one-half times that for the United 
States. The factors responsible for this de- 
cline are difficult to evaluate accurately. Im- 
provement in the immunization program can 
be assumed to be important, and, in addi- 
tion, the low average incidence of the disease 
in the remainder of the country undoubtedly 
had a definite effect. The fact that the in- 
crease throughout the United States in 1945 
was accompanied by an even greater in- 
erease in North Carolina suggests that, 
while the level of immunity in the North 
Carolina population probably has increased 
sufficiently in recent years to be an impor- 
tant factor in reducing the incidence of the 
disease, it is not as high as the low incidence 
of the disease in 1944 would indicate. 


Age Distribution 


Study of the age distribution of the re- 
ported cases of diphtheria (fig. 2) reveals 
that the preschool group of children ac- 
counted for the majority of the cases in 
1944, our best year to date, and in 1945. 
‘There are three primary conditions which 
could be responsible for lack of immunity in 


this portion of the population. These are: 
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(1) failure to administer the immunizing 
agent in any dosage, (2) failure to follow 
up the primary immunization by Schick- 
testing or the use of booster doses, and (3) 
the development of strains of Coryne bac- 
terium diphtheriae against which the im- 
munizing agents now in use might be in- 
effective. 


Survey of North Carolina’s Cases 


To obtain certain information regarding 
these questions, a survey was made of ap- 
proximately 1,000 cases of diphtheria re- 
ported in 1945 and the first part of 1946. 
Questionnaires were mailed to county health 
departments, where information regarding 
individual patients was obtained from the 
family, the attending physician, and health 
department records. Of the 1,000 question- 
naires distributed, 637 were returned with 
complete or partial information. 

The immunization status of the survey 
group of 637 patients is shown in table 2. 
Included in the group recorded as having 
had more than one injection of toxoid are 


those individuals who received an unspeci- 


fied amount of an immunizing agent. Thus 


6 7 9 W-1l4 14 


the percentage of the cases which had re- 
ceived adequate immunization may actually 
be considerably lower than 16.3. 

There were 34 deaths among the 637 sur- 
vey cases. The immunization status of the 
individuals who died is shown in table 3. 
There were no deaths in children who were 
definitely known to have been adequately 
immunized early enough to have developed 
the peak of their immunity prior to the on- 
set of the disease. 

Number of children immunized 

The fundamental defect in the North Car- 
olina diphtheria control program thus ap- 
pears to be simply that an inadequate num- 
ber of children between the ages of 1 and 
7 years receive an immunizing agent in any 
dosage. Volk and Bunney”? point out that 
alum-precipitated diphtheria toxoid, admin- 
istered in two doses at intervals of approxi- 
mately a month, gives a satisfactory initial 
immunity in approximately 98 per cent of 
the individuals injected. This is the proced- 
ure that has been widely accepted in North 
Carolina, and its more extensive use at the 
1. Volk, V. K., and Bunney, W. E.: Diphther‘a Immuniza- 


tion with Fluid Toxoid and Alum-Precipitated Toxoid, 
Am. J. Pub, Health 382:690-699 (July) 1942. 
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Table 2 
North Carolina 
Immunization Status of 637 Diphtheria Cases—1945 


Doses of Toxoid Given No. Cases Percent. of Total 


None known 407 36.9 

One 126 19.8 

More than one 

or unspecified 104 16.3 
Table 3 


North Carolina 
Immunization Status of 34 Diphtheria Deaths—1945 


Doses of Toxvid Given No. Deaths Percent. of Total 


* 
One or more 3 8.8 
Unknown 5 14.7 
None 26 76.5 
One patient, 10 years of age, received 1 cc. of toxoid six 
years before onset; one patient, 18 months of age, received 
two 1-ce. doses of toxoid a month apart, the last dose being 
given eight days before onset; the third child, 2 years of age, 


received two l-ce, doses a month apart, the last dose being 
given twelve days before onset. 


optimum age would greatly improve the sit- 
uation in our state. 

Re-establishment of health department 
personnel now seriously depleted as a con- 
sequence of the war, and renewed emphasis 
on diphtheria immunization by private prac- 
titioners are needed to overcome the defects 
apparent in the state control program. In 
1939 the General Assembly adopted a state- 
wide law requiring that a diphtheria im- 
munizing agent be administered to all chil- 
dren between the ages of 6 and 12 months. 
The educational benefits of this law appar- 
ently aided in improving the immunization 
program shortly after its adoption, but con- 
tinued emphasis on the program by physi- 
cians and health departments can do even 
more in stimulating an increase in immuni- 
zations. The law will undoubtedly be more 
strictly enforced when health department 
personnel are again available, but the law 
should be considered as only one means of 
improving the situation. 


Age of immunization 

The American Public Health Association 
states that infants should be immunized 
against diphtheria at 6 months”. This is 
three months younger than the age recom- 
mended in 1941 by the North Carolina State 
Board of Health™’. Detailed study of the age 
distribution of diphtheria cases and deaths 
in recent years tends to confirm the recom- 
mendation that immunization be performed 
early. Figure 2 shows that 2-3 per cent of 
the cases occur in children under 1 year of 
age. This relatively small group, however, 


2. The Control of Communicable Diseases, ed. 6, New York, 
The American Public Health Association, 1945, p. 33. 

8. Immunization Policy, The Health Bulletin of the North 
Carolina State Board of Health, 56:9 (March) i941. 
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Table 4 
North Carolina 
Deaths from Diphtheria, 1941-1945, by Age Groups 


Percent. 
Age 1941 1942 1948 1944 1945 Total of Total 
1 month 
andunder 1 ~ 1 2 - 4 1.2 
2 months 1 2 0.6 
3-5 months 1 _ 1 - 3 5 1.5 
6-8 months 3 3 _ 2. 4 11 3.3 
9-1lmonths 1 2 1 1 2 7 2.1 
Total under 
one year 6 6 3 5 9 29 8.6 
1-4 years 57 49 28 22 58 214 64.1 
10-14 years 2 4 2 _ 3 a4 3.8 
15-19 years 1 1 2 0.6 
20-24 years 1 1 0.3 
25-29 years — - - - - 0.0 
30 and over 2 2 1 _ 1 6 1.8 
Total 


all ages 8 7 51 37 £486 334 100.0 


accounts for approximately 9 per cent of all 
diphtheria deaths, while 5 per cent of the 
deaths occur between 3 and 8 months of age. 
The age distribution of the deaths for the 
years 1941-1945 is shown in table 4. 

It would appear that the administration 
of toxoid at 6 months, when properly fol- 
lowed up by Shick tests or booster doses to 
insure that effective immunity has been pro- 
duced, will prevent an appreciably larger 
number of deaths than immunization at 9 
months. 


Administration of booster doses 
Approximately 16 per cent of the survey 
cases developed diphtheria after receiving 
supposedly adequate doses of an immuniz- 
ing agent. The theory that certain strains 
of the diphtheria organism produce a malig- 
nant form of the disease has been largely 
discounted by Frobisher™. He points out 
that the mitis and gravis strains of C. diph- 
theriae bear no significant relation to mild 
and severe clinical diphtheria. From the 
evidence presented by him, it would appear 
that the immunity produced in response to 
optimum doses of any standard diphtheria 
immunizing agent should be adequate pro- 
tection against all strains of C. diphtheriae 
commonly found. It is more reasonable to 
suppose that the immunity produced in this 
group of patients was only temporary and 
was not renewed by repeated injections of 
the immunizing agent. Volk and Bunney”? 
found a progressive reduction of antitoxin 
in the circulating blood of immunized chil- 


» 4. Frobisher, M., Jr.: The Etiology of Malignant Diphtheria, 
Am. J. Pub. Health 33:1244-1256 (Oct.) 1943. 
5. Volk, V. K., and Bunney, W. E.: Reimmunization Against 
Diphtheria of Previously Immunized Children, Am. J. 
Pub. Health 32:700-708 (July) 1942. 
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Table 5 
North Carolina 


Diphtheria in Children Who Had Received One or 
More Doses of a Diphtheria Antigen 


By Age, 1945 
Age No. Cases Percent. of Total 
Under 1 year 1 0.5 
1 year 7 3.1 
2 years 11 4.8 
3 years 13 5.7 
4 years 18 7.9 
5 years 28 12.4 
6 years 26 11.4 
7 years 31 13.7 
8 years 20 8.8 
9 years 13 5.7 
10-14 years 46 20.3 
Over 14 years 13 5.7 
Total 227 100.0 


dren. They also demonstrated that there 
was a prompt and effective rise in the cir- 
culating antitoxin following a booster dose 
of either fluid toxoid or alum-precipitated 
toxoid. 


Among the 230 North Carolina survey 
cases receiving one or more doses of diph- 
theria toxoid, only six Schick tests were done 
and an equally small number of booster 
doses were given. Thus, a contributing fac- 
tor to the high incidence of the disease in 
North Carolina is the lack of follow-up after 
the primary immunization is attempted. 

The optimum age for the administration 
of a booster dose of toxoid is suggested by 
the age distribution of the disease among 
children who had received one or more doses 
of toxoid (table 5). The largest number of 
these cases appeared in the 5, 6, and 7-year- 
olds, although appreciable numbers occurred 
in all age groups. It would appear that the 
use of a booster dose at 5 years of age would 
eliminate a large number of these cases. Ad- 
ditional protection is indicated aiso for the 
earlier ages. 

To reduce the incidence of the disease in 
immunized children to a satisfactory level, 
it would probably be necessary to follow 
each child individually by annual Schick 
tests, or to decide on a definite routine of 
more than one booster dose; for example, 
in a child immunized at 6 months, additional 
doses of toxoid might be given at 1 year and 
5 years. For mass-scale programs the ad- 
ministration of booster doses without pre- 
liminary Schick-testing is becoming more 
popular with public health agencies. 

From the work of Stebbins it appears 
that there will be a need for the use of 


6. Stebbins, E. L., Ingraham, H. S., and Chant, H. L.: 
Changing Factors in Diphtheria Immunity, New York 
State J. Med. 40:658-665 (April) 1940. 
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booster doses in the older child as the inci- 
dence of diphtheria in the population falls 
toward the vanishing point. At the present 
time the disease is relatively uncommon 
after 10 years of age. Presumably, as an 
individual grows older, subclinical infections 
with diphtheria organisms permit him to 
maintain his immunity at an adequate level. 
However, Mattison’ reported that, when 
an outbreak of diphtheria occurred in an 
area where the disease had been almost com- 
pletely eradicated over a long period of time, 
there were a large number of cases in chil- 
dren 10 to 14 years old. Part of this group 
had never been adequately immunized, and 
the remainder had received no immunizing 
agent for five years. Apparently these chil- 
dren had not received sufficient subclinical 
infections to permit them to build up the 
natural immunity expected at this age, or, 
in the case of those individuals previously 
immunized, to maintain an adequate level 
of immunity. Carrier rates were known to 
be low in the area. While this situation will 
not be a problem in North Carolina for some 
time, the evidence at hand indicates that we 
must keep in mind that booster doses of a 
diphtheria immunizing agent are not only 
essential in maintaining an adequate immun- 
ity in the pre-school group, but will also be- 
come increasingly important to school-age 
children as the incidence of the disease de- 
clines to the vanishing point. 


Summary 


1. A brief review of the incidence of diph- 
theria in North Carolina, compared to that 
in the United States, shows that our state 
still has a higher rate and, therefore, an in- 
adequately immunized population. 

2. The age distribution of the cases re- 
ported in 1944 and 1945 shows that the 
group from 1 to 7 years accounts for the 
majority of the cases. 

3. Information from a survey of the 1945 
cases, and other available evidence appear 
to indicate that the major defect in the 
North Carolina immunization program is 
that the number of infants receiving a com- 
plete primary immunization is inadequate, 
and not that the immunizing agent is in- 
effective or that new and more virulent 
strains of the diphtheria organism have de- 
veloped. Renewed emphasis by health de- 


7. Mattison, B. F.: Diphtheria in an “Adequately” Immun- 
ized Community, New York State J. Med. 44:2138-2141 


(Oct.) 1944, 
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partments and private practitioners on the 
diphtheria immunization program is badly 
needed in North Carolina. 

4. Five per cent of the total deaths for 
the period 1941-1945 occurred between the 
ages of 3 and 8 months. 

5. It is suggested that immunization of all 
infants at 6 months of age, followed by the 
administration of booster doses of the im- 
munizing agent at 1 and 5 years, would af- 
ford more adequate protection. 

6. As diphtheria is more effectively con- 
trolled, additional artificial stimulation of 
the immunity in older children will probably 
become important. 


THE RH FACTOR 
LEDYARD DECAMP, M.D. 
CHARLOTTE 


In the brief space of five vears tremendous 
strides have been made toward an under- 
standing of the Rh factor. The term “Rh” 
is derived from Rhesus monkeys, in whose 
red blood cells the Rh factor was first dem- 
onstrated. The question as to whether credit 
for discovering the Rh factor should go to 
Landsteiner and Wiener” or to Levine and 
his co-workers”) is secondary to the fact that 
we now know why homologous group trans- 
fusion reactions sometimes occur, and that 
we can prevent them in the light of our 
present knowledge. The etiology of erythro- 
blastosis fetalis has been made much clearer, 
and the condition has become amenable to 
intelligent treatment. 

To understand the relation of the Rh fac- 
tor to the other blood factors it is necessary 
to discuss the properties of human _ blood 
cells and serum. The four blood types— O, 
A, B, and AB—are determined by specific 
antigenic substances in the erythrocytes, 
present naturally and not produced by im- 
munization. Another antigenic substance, 
also present in the erythrocytes of approxi- 
mately 85 per cent of white people, is the 
Rh factor (Rh antigen or agglutinogen). 
Normally, anti-Rh immune bodies do not ap- 
pear in human serum, but if erythrocytes 
Read before the Section on Gynecology and Obstetrics, Med- 
ical Society of the State of North Carolina, Pinehurst, May 2, 


1946, 


1. Landsteiner, K. and Wiener, A. S.: Agglutinable Factor 


in Human Blood Recognized by Immune Sera for Rhesus 
Blood, Proc. Soc. Exper. Biol. & Med. 48:223 (Jan.) 1940. 
2. (a) Levine, P. and Stetson, R. E.: Unusual Case of Intra- 
Group Agglutination, J.A.M.A. 113:126-127 (July 8) 1939; 
(b) Levine, P. and Katzin, E. M.: Isoimmunization in 
Pregnancy and Varieties of Isoagglutinins Observed, Proc. 


Soc. Exper. Biol. & Med. 45:348-346 (Oct.) 1940. 
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containing Rh agglutinogens are introduced 
into an Rh-negative recipient, specific anti- 
Rh agglutinins develop, and isoimmunization 
occurs. 


In spite of careful cross-matching, severe 
transfusion reactions have been observed to 
occur within the same blood group. The 
antigenic Rh substance provides the expla- 
nation for the great majority of these reac- 
tions. Rh antigens (agglutinogens) are pres- 
ent as an integral part of the ervthrocytes of 
85 per cent of the white population, about 
92 per cent of the colored race, and in nearly 
100 per cent of the Chinese. Instead of a 
single antigen, however, there seem to be at 
least three—Rhy, Rh; and Rh.—, each stim- 
ulating the development of a specific anti- 
Rh agglutinin. Anti-Rho serum will type 85 
per cent of white people as positive, anti-Rh, 
70 per cent, and anti-Rh. 30 per cent. 

Approximately 15 per cent of all white 
persons lack any Rh antigens in their red 
blood cells, and are classed as Rh-negative. 
Individuals with Rh-negative blood can be- 
come sensitized when Rh-positive red blood 
cells are introduced into their circulations, 
either by transfusion or by pregnancy with 
an Rh-positive fetus. The Rh factor is trans- 
mitted as a simple mendelian dominant char- 
acteristic. 


Technique of Rh Agglutination Test 


Levine”) has recommended the following 
technique in Rh testing: 

1. Small, clean test tubes (75 by 10 mm.) 
are used. 


2. A 2 per cent cell suspension is made by 
adding one drop of blood to 4 ec. of normal 
saline. 


3. One or more drops of anti-Rh serum 
are placed in the tube with two drops of cell 
suspension. The tubes are shaken and placed 
in a water bath at 37 C. for one hour. The 
mixtures should be shaken several times 
during the hour. 

4. The tubes are removed from the water 
bath and the appearance of the sediment is 
examined. A round, firm sediment indicates 
the absence of agglutination, while an irreg- 
ular, loose sediment indicates gross aggluti- 
nation. The tubes are then centrifuged at 
500 r.p.m. for one minute and examined 
again. The sediment of those tubes which 
‘show no gross agglutination is placed on a 


3. Levine, P.: Pathogenesis of Erythroblastosis Fetalis; Re- 
view, J. Pediat. 23:656-675 (Dec.) 1943. 
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slide and examined under the microscope 
(low power). Blood showing no agglutina- 
tion is Rh-negative. 

Tisdall and Garland") describe a less elab- 
orate procedure by which a great many blood 
samples can be rapidly tested for the Rh fac- 
tor. A plate glass slide 7 by 8 inches is ruled 
off in inch squares. A drop of anti-Rhy) serum 
is placed on each square and one drop of un- 
diluted cell suspension is added with a sepa- 
rate medicine dropper. The two drops are 
mixed by using the bottom of a Kahn tube. 
Known positive and negative controls are 
also set up. After a minute, the slide is 
gently rotated, and as soon as the positive 
controls have agglutinated, the tests are im- 
mediately read macroscopically. The anti- 
Rh serum should be at room temperature. 


Transfusion Reactions 


In 1939 Levine and Stetson™* reported a 
hemolytic reaction in a mother following her 
first transfusion of 500 cc. of blood from the 
husband, after delivery of a macerated 
fetus. It was also noted that only 21 out of 
104 blood samples from prospective donors 
of the same type were compatible. The re- 
action was considered to be due to isoim- 
munization produced by the action of some 
property in the blood or tissues of the fetus, 
inherited from the father and absent in the 
mother. This we now know by the term Rh 
factor. 

Rh-negative recipients who receive re- 
peated transfusions of Rh-positive blood may 
have intra-group hemolytic transfusion re- 
actions. Such reactions do not occur follow- 
ing the first transfusion, but further trans- 
fusions given after agglutinins have devel- 
oped produce increasing hemolytic reactions, 
with jaundice, anemia, anuria, and occasion- 
ally death. 

It-~seems rational, then, to.do an Rh de- 
termination on every prospective recipient 
of blood. If the patient is Rh-negative, only 
Rh-negative blood should be given. In this 
way isoimmunization of these individuals 
may be avoided. It has been shown by 
Levine” that erythroblastosis is almost 
twice as common in the first-born of Rh-neg- 
ative women previously immunized by trans- 
fusions. 

Anti-Rh agglutinins are detectable in 


4, Tisdall, L. H. and Garland, D. M.: Large-Scale Testing 
for Rh-Negative Blood, J.A.M.A. 129:1079 (Dee. 15) 1945. 

5. Levine, P.: Prevention of Unintentional Isoimmunization 
of the Rh-Negative Female Population, J.A.M.A. 128:946 
(July 28) 1945. 
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blood for varying lengths of time following 
isoimmunization, from a few days to years. 
Even though the agglutinins cannot be de- 
tected by titration, the immunized individ- 
ual retains the ability to “react” to the anti- 
gen many years later. 


Erythroblastosis Fetalis 


Besides explaining homologous-type trans- 
fusion reactions, the Rh factor has clarified 
the etiology and pathogenesis of erythro- 
blastosis fetalis. Rh-positive infants born to 
mothers who have anti-Rh agglutinins may 
show varying degrees of hemolytic anemia 
of the newborn (erythroblastosis fetalis). 
The more severe forms are characterized by 
late fetal death, with congenital hydrops and 
icterus gravis. It is presumed that fetal red 
blood cells, entering the maternal circulation 
in infinitesimal amounts through small 
breaks in the chorionic villi, stimulate the 
production of anti-Rh agglutinins, which 
pass back through the placenta to hemolyze 
the susceptible fetal Rh-positive cells. In 
more than 90 per cent of these cases the 
father’s blood contains the Rh factor, the 
mother’s blood lacks it, and the fetal blood 
is Rh-positive. 

The division of the Rh factor into sub- 
groups introduces new complications. It ap- 
pears to be of clinical importance, since a 
small proportion of Rh-positive people may 
be isoimmunized by transfusion with an Rh 
subtype not present in their own red blood 
cells. This occurrence is apparently rare, 
but Levine’ and Race and Taylor” have ob- 
tained anti-Rh sera from mothers of erythro- 
blastotic infants which agglutinate all Rh- 
negative blood and some Rh-positive. In 
these cases the Rh-positive mother was iso- 
immunized by an Rh-negative infant. 


Summary 


In the light of our present knowledge it 
has become apparent that Rh typing should 
be carried out on: 

1. Every prospective recipient of whole 
blood or resuspended red blood cells. By giv- 
ing only Rh-negative blood to Rh-negative 
patients, one can avoid the risk of sensitiz- 
ing them to future transfusions, and can re- 
duce the incidence of erythroblastosis fetalis. 

2. Blood donors and stored blood, so that 


6. Levine, P.: On Human Anti-Rh Sera and Their Impor- 
tance in Racial Studies, Science 96:452-453 (Nov, 13) 1942. 

7. Race, R. R. and Taylor, G. L.: Serum That Discloses 
Genotype of Rh-Positive People, Nature, London 152:300 
(Sept. 11) 1943. 
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suitable blood may always be readily avail- 
able for the Rh-negative individuals. Every 
hospital should have an up-to-date list of 
available Rh-negative, type 0 donors. 

3. All pregnant women. 

What can we predict for the Rh-negative 
woman with an Rh-positive husband? For 
her first pregnancy. if she has never had a 
transfusion, we need have little concern. 
With subsequent pregnancies the odds start 
building up against her. If the husband is a 
homozygous Rh-positive (Rh Rh) type, and 
her second or third pregnancy ends with the 
birth of an erythroblastotic fetus, all subse- 
quent pregnancies by that marriage seem 
doomed to a similar fate. 

If the husband is a heterozygous positive 
(Rh rh) type, there will be a 50 per cent 
chance that each subsequent pregnancy will 
produce an Rh-negative fetus, free of ery- 
throblastosis. 

Titrations for anti-Rh agglutinins in the 
last months of pregnancy afford fairly re- 
liable indications of how the situation is 
shaping up. Development of an anti-Rh titer, 
or changes in the strength of the titer, indi- 
cate the probable existence of one form or 
another of hemolytic disease in the fetus. 
There is no unanimity of opinion as _ to 
whether termination of pregnancy before 
term enhances the infant’s chance of survi- 
val. We do know that prompt and repeated 
transfusions (10 ec. per pound) of homolo- 
gous Rh-negative or type O- Rh-negative 
blood will save many babies whose lives 
would otherwise be lost in the immediate 
neonatal period. This blood should not come 
from the mother, whose anti-Rh agglutinins 
have caused all the trouble. 

Most writers agree that the Rh factor has 
no influence on early habitual abortion and 
miscarriage. Hunt) feels that it becomes 
active only in the last half of gestation. 


Conclusions 


The Rh factor is important for two rea- 
sons: (1) its decisive effect in blood trans- 
fusion reactions, and (2) its relation to ery- 
throblastosis fetalis. 

Rh determinations should be made on all 
prospective recipients of blood, on all obstet- 
ric patients, and, where indicated, on their 
husbands. 

Even though the wife is Rh-negative and 
the husband Rh-positive in about 12 per cent» 
8. Hunt, A. B.: Rh Factor in Repeated Abortion and Mis- 


carriage, Proc. Staff Meet., Mayo Clinic 20:26-28 (Jan. 
24) 1945, 
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of marriages, only one baby in fifty born to 
such couples will have erythroblastosis. With 
each subsequent pregnancy the risk of eryth- 
roblastosis fetalis increases, but reliable 
tests for agglutinins will establish whether 
or not the patient is sensitized to the Rh 
factor. 


The isoimmunization of the Rh-negative 
female by transfusion or intramuscular in- 
jection of Rh-positive blood can be prevented 
by simple tests to determine the Rh blood 
types of both donor and recipient. Levine 
and Waller’ feel that this measure in itself 
should reduce the incidence of erythroblas- 
tosis fetalis, especially in its more severe 
forms. 


Discussion 


Dr. Marion Y. Keith (Greensboro): I would like 
to ask Dr. DeCamp two questions. I understood 
him to say that sensitivity to the Rh factor, once it 
is established, is permanent. If that is correct, will 
not erythroblastosis become a much more serious 
problem in the future than it has been in the past? 
The second question I would like to ask is whether 
erythroblastosis is a condition that develops very 
suddenly in the unborn child, such as the typical 
— reaction, or whether it develops grad- 
ually. 


Dr. R. A. Ross (Durham): There are two points 
that I would like to make in connection with Dr. 
DeCamp’s paper. The first is that no person should 
be given a transfusion while he is unconscious, since 
the signs and symptoms which would make us sus- 
pect an incompatibility of blood are lost. There are 
so many people who have had a blood transfusion 
at some time in their lives that the possibility of a 
heterogeneous blood grouping must always be kept 
in mind. Plasma should be used in such cases until 
the patient regains consciousness. 


The second point is that, since articles on the Rh 
factor have been published in lay papers and maga- 
zines, patients come into the doctor’s office with such 
an article in their hands and say “You didn’t tell me 
about this. How come?” The possible medico-legal 
— of this problem should be brought to 
mind. 


Dr. DeCamp: It is the studied opinion of the men 
who have done the initial work on the Rh factor, 
and are continuing the work, that infinitesimal quan- 
tities of blood given to an infant may permanently 
sensitize that individual, so that he will have a 
fairly violent reaction to blood given years later, 
even though anti-Rh agglutinins in that individual’s 
blood may not be detectable by titration. Evidence 
is accumulating to show that whole Rh-positive 
blood given intramuscularly to an Rh-negative fe- 
male infant may be responsible for erythroblastosis 
in that girl’s children years later. It is just as im- 
portant for an infant in the nursery to have an Rh 
determination done as it is for a woman of child- 
bearing age. 

Erythroblastosis is believed to be a gradual, pro- 
gressive involvement of the fetus rather than a sud- 
den, explosive event. 


9. Levine, P. and Waller, R. K.: Large-Scale Testing for 
— Blood, Blood, J. Hematol. 1:148-155 (March) 
1946. 
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THE RATIONALE FOR THE 
TREATMENT OF ANGINA PECTORIS 
BY IRRADIATION OF THE 
ADRENAL GLANDS 


W. CLARK FISHER, M.D.+ 
and 
ROBERT L. MCMILLAN, M.D. 


Thomas McCrae’ in 1930 made the fol- 
lowing statement: “‘Angina pectoris is a 
clinical syndrome with fairly marked fea- 
tures but without any definite single causal 
pathologic change. It should be clearly dis- 
tinguished from acute coronary artery oc- 
clusion which has a definite pathologic bas- 
is.” It is not always due to coronary ar- 
tery disease nor to a “tired heart muscle.” 
“There are probably several factors which 
may be operative in causing an attack, in 
the aorta, in the coronary arteries and myo- 
cardium and in the nervous system.” 


The Pathogenesis of Angina Pectoris 


The true pathogenesis of many cases of 
angina pectoris is still obscure. However, 
the syndrone is now generally recognized 
as being due to acute anoxia of the heart 
muscle. Keefer and Resnik’) believe that 
when an attack of angina pectoris occurs, 
the oxygen supply to the heart is inadequate 
to meet the demands of the heart muscle. In 
the usual case of angina pectoris, the anoxia 
is relative, the oxygen content of the blood 
being sufficient for the needs of the heart at 
rest, and insufficient when the work of the 
heart is increased. However, anoxemia may 
occur without causing angina pectoris. 
When anoxemia affects all of the tissues 
of the body, and when the heart is uniform- 
ly affected, angina pectoris is usually ab- 
sent. On the other hand, angina pectoris 
may appear in the presence of anoxemia 
and in the absence of any other symptoms of 
a failing myocardium. Angina pectoris oc- 
curs most commonly when only a restricted 
part of the myocardium suffers from lack 
of oxygen, as in coronary artery sclerosis. 
In this condition the remainder of the myo- 
cardium is relatively uninvolved, and the 
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contractile power of the heart muscle is ad- 
equate for the maintenance of the circula- 
tion as a whole. 

The primary pathologic conditions asso- 
ciated with angina pectoris are coronary 
artery disease, aortic stenosis, and aortic 
insufficiency. The most common types of 
coronary disease are sclerosis of the coron- 
ary arteries, with or without complete ob- 
struction, and partial or complete occlusion 
of the mouth of the coronary arteries by 
either syphilitic aortitis or arteriosclerosis. 
By far the commonest lesion in cases of an- 
gina pectoris is coronary arteriosclerosis. 

Although the incidence of aortic stenosis 
and insufficiency is far less than that of 
coronary artery disease, the striking fre- 
quency with which these conditions are ac- 
companied by angina pectoris has long been 
recognized. Various theories have been ad- 
vanced to explain the occurrence of angina 
pectoris in cases of aortic insufficiency. Lew- 
is and Drury“? were the first to demonstrate 
that the circulatory changes resulting from 
arteriovenous fistula were similar to those 
produced by aortic regurgitation—particu- 
larly the low diastolic blood pressure. Since 
the coronary blood flow is dependent for the 
most part on the height of the diastolic blood 
pressure, and since the diastolic blood pres- 
sure is characteristically decreased in pa- 
tients with aortic regurgitation, it is reason- 
able to suppose that a diminished coronary 
flow is present in cases of aortic insuffici- 
ency. Smith and his co-workers’ have 
shown that the coronary blood flow is actual- 
ly desreased in dogs with experimental aor- 
tic insufficiency, and that this decrease is due 
to a lowering of the diastolic pressure. This 
diminution in the blood supply to the myo- 
cardium might well produce anoxia of the 
myocardium. Furthermore, coronary inflow 
is reduced in the presence of a small pulse 
pressure—hence the myocardial anoxia in 
aortic stenosis. The coronary ostia may also 
be reduced in caliber by scar tissue and dis- 
tortion. 


The role of adrenalin 
Shambaugh and Cutler’ were the first 


3. Lewis, T. and Drury, A. N.: Observations Relating to 
Arterio-Venous Aneurism; Circulatory Manifestations in 
Clinical Cases with Particular Reference to the Arterial 
Phenomena of Aortic Regurgitation, Heart, 10:301-363 
(Oct.) 1928. 

4. Smith, F. M., Miller, G. H., and Graber, V. C.: The 


Relative Importance of the Systolic and Diastolic Blood 
Pressure in Maintaining the Coronary Circulation, Arch. 
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authors to discuss the possibility that dis- 
charges of adrenalin during effort and emo- 
tion were involved in the production of an- 
gina pectoris. This concept was expressed 
only hypothetically, however, and it was not 
until 1939 that Raab‘ advanced the theory 
that “Attacks of stenocardiac pain on ef- 
fort, psychic emotion, cold, etc., are caused 
by anoxia of the heart muscle. This is large- 
ly due to acute discharges of adrenalin from 
the suprarenal glands occurring physiologi- 
cally under the conditions mentioned.” This 
increase of myocardial oxygen consumption 
is accompanied by little or no compensatory 
dilatation of the sclerotic coronary arteries. 
The remainder of this paper will deal with 
the evidences concerning this theory. 

In 1906, Bareroft and Dixon” carried out 
a study on the gaseous metabolism of the 
dog’s heart under the influence of adrena- 
lin. In this experiment they found that the 
norma! heart, when not influenced by any 
outside force, consumed between 0.15 and 
0.20 cc. of oxygen per minute. These work- 
ers carefully controlled the amount of adren- 
alin in order to give a dose large enough to 
affect the heart but not the general condition 
of the animal. After the injection of adren- 
alin into the circulation, it was found that 
the heart consumed between 0.6 and 0.76 cc. 
of oxygen per minute. This is approxi- 
mately a fourfold increase in the amount of 
oxygen consumed by a dog’s heart during 
the. administration of adrenalin. Further 
studies revealed that the increased oxygen 
consumption was in no way dependent upon 
changes in the coronary blood flow, but was 
entirely dependent on the local effect of the 
adrenalin on the myocardium. These results 
were substantiated by other experiments of 
these authors and by similar experiments 
carried out by Evans and Ogawa'’. 

Raab”? later showed experimentally that, 
following the injection of adrenalin, the 
heart muscle displayed a marked tendency to 
accumulate adrenalin and _ adrenalin-like 
substances. Green and his co-workers” 
have demonstrated that adrenalin is not a 
coronary constrictor in dogs. They have 


6. Raab, W.: Roentgen Treatment of the Adrenal Glands in 
Angina Pectoris, Ann. Int. Med. 14:688-710 (Oct.) 1940. 
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J. Physiol. 47:446-459, 1914. 

9. Raab, W.: Adrenalin and Related Substances in Blood and 
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10. Green, H. D., Wegria, R., and Boyer, N. H.: Effects of 


Epinephrine and Pitressin on the Coronary Artery Inflow 
in Anesthetized Dogs, J. 
76:378-391 (Dec.) 1942. 


Pharmacol, & Exper, Therap. 


NORTH CAROLINA MEDICAL JOURNAL 


October, 1946 


also shown that the increase in coronary 
blood flow after injection of the drug is not 
much greater than would be _ anticipated 
from the rise of aortic pressure, and follows 
by an interval of many seconds the stimu- 
lant effects on the myocardium which are 
induced by the drug. 

It is well known that the most common 
factors precipitating an attack of angina 
pectoris are: physical exercise, emotion, 
overeating, and exposure to cold. Cannon 
and his co-workers have shown physiologic- 
ally that all of these agents cause an in- 
creased discharge of adrenalin from the 
adrenal glands into the blood stream. 

It has been shown experimentally by Can- 
non, Aub, and Binger'''’, and by Stewart 
and Rogoff''*) that injections of nicotine 
cause adrenalin to be discharged into the cir- 
culating blood, and that when they are giv- 
en to patients with coronary sclerosis at- 
tacks of angina pectoris are frequently pro- 
duced. Raab''*) has shown conclusively that 
physical exercise and exposure to cold cause 
a transient but rather marked increase in 
the myocardial adrenalin and adrenalin-like 
compounds. He has also demonstrated that 
the heart muscle in rats possesses a tendency 
to accumulate excess adrenalin from the cir- 
culation in greater amounts than any other 
tissue of the body. 

Levine" related an incident which oc- 
curred when he was called to see a patient 
with a history of angina pectoris who was 
having a severe attack of bronchial asthma. 
Adrenalin, 0.5 cc., was given subcutaneously, 
and after several minutes the patient devel- 
oped severe anginal pain. As a result of 
this occurrence, Levine and his co-workers 
decided to test the validity of adrenalin as 
a diagnostic aid in patients with angina 
pectoris. They selected 11 patients with 
typical histories of angina pectoris, a con- 
trol group of 10 persons within the same 
age group, and another control group of 10 
young adults. All of these were given 1 cc. 
of a 1:1000 solution of adrenalin subcuta- 
neously. Of the 11 patients with angina 
pectoris, 10 had typical attacks. The fail- 


11. Cannon, W. B., Aub, J. C., and Binger, C. A. L.: A Note 
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13. Raab, W.: Chemical Determinations of Adreno-Cortical 
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ure of one patient to develop angina pectoris 
was thought to be due to technical difficul- 
ties. None of the persons in the control 
groups experienced any pain. The average 
time required for the development of pain 
was twenty minutes, and the pain lasted 
from five to twenty-seven minutes, except in 
one case in which the pain lasted one hun- 
dred and ten minutes. Electrocardiographic 
changes consisted of an increase in the am- 
plitude of the T waves in the limb leads of 
the patients with angina pectoris. 

Cottrell and Wood" used the technique 
described by Levine in a patient with a ques- 
tionable diagnosis of angina pectoris. The 
results were exactly as described above ex- 
cept that the attack was more violent and 
lasted for eight hours. These clinical ex- 
periments show that the injection of adren- 
alin produces typical attacks in persons with 
a history of angina pectoris. However, it 
should be stressed that adrenalin as a diag- 
nostic aid should be used with the great- 
est of caution, if at all. 


The Effect of Roentgen Irradiation on the 
Adrenal Gland 


Cannon and Lissak"'® have shown that 
most of the neuroblasts migrating outward 
from the primitive axis of the spinal cord 
segments develop into the ganglia of the 
sympathetic chain. Some of the neuroblasts, 
however, develop into the adrenal medulla. 
The great majority of these neuroblasts be- 
come sympathetic neurons, but a small pro- 
portion become secreting cells and discharge 
adrenalin when stimulated. 

Desjardins") made the following obser- 
vation in regard to the effect of roentgen 
rays on sympathetic ganglia: “There is ev- 
idence that nerve cells, which of all the cells 
of the body are the most resistant to radi- 
ation so far as functional or organic disease 
is concerned, are acted on in a specific man- 
ner and their irritability is diminished by 
radiation.” 

Martin, Rogers and Fisher" exposed the 
left adrenal of a dog to roentgen rays after 
removal of the right adrenal. The dog suf- 
fered no untoward effects; it gained weight, 
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and in every way appeared perfectly nor- 
mal. An autopsy one month later revealed 
the adrenal gland to be almost white in color 
and somewhat shrunken. Microscopic ex- 
amination showed an extensive replacement 
of the normal structures with fibrous tis- 
sue. Small islands of relatively normal 
cortex could be seen scattered throughout 
the dense scar tissue, but no structure at all 
suggestive of adrenal medulla was found. 
In view of this extensive damage to the 
adrenal medulla, it seemed very strange that 
the dog remained healthy. Raab”) report- 
ed that, in 2 patients who had received 
irradiation to the adrenals and later came 
to necropsy, no structural abnormalities 
were found. It should be mentioned that 
the dosage used in the dog was much larger 
than that used in the 2 patients. 

Raab’ found that adrenalectomy in rats 
was followed by a diminution of the adren- 
alin and adrenalin-like substances in the 
heart muscle. Later experiments showed 
that, two months after the adrenal glands 
of rats were irradiated, the content of 
adrenalin and related substances in the ad- 
renals was only slightly altered, but that the 
accumulation of such hormonal materials in 
the heart muscle was distinctly dimin- 
ished‘*”’, 


The Effect of Roentgen Irradiation of the 
Adrenals in Patients with Angina Pectoris 


Raab") carried out a clinical study on 51 
normal individuals and 13 patients with an- 
gina pectoris. His method was to measure 
the adrenocortical compounds which circu- 
late in the blood and which contain adren- 
alin combined with suprarenal cortical ster- 
ols. In the 51 normal persons the blood lev- 
el of these compounds at rest was found to 
vary between 60 and 222 color units, with 
an average of 156. In 14 patients, exercise 
tests were done. Seven of these showed a 
fall in the adrenocortical levels, 6 showed a 
rise of 11 to 37 units, and one, a rise of 82 
units. These readings were recorded two 
minutes after exercise, and all subsequently 
returned to the original levels. 

In the 13 patients with typical angina pec- 
toris the adrenocortical blood levels at rest 
ranged from 77 to 200 color units, with an 


19, Raab, W.: Abnormal Suprarenal Discharges in Angina 
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average of 133. These were all consider- 
ed well within normal limits. All 13 of 
these patients were then subjected to an ex- 
ercise test; the entire group showed a rise 
in the adrenocortical level which ranged 
from 30 to 105 color units. 

Subsequently 10 of these 13 patients were 
subjected to roentgen irradiation of the su- 
prarenal glands. In 7 patients who show- 
ed subjective improvement the adrenocorti- 
cal level after physical exercise was measur- 
ed again after one to eight months. In all 
7 patients the adrenocortical discharges af- 
ter exercise had disappeared. In 1 patient 
who had a complete relapse after a period 
of well-being, the adrenocortical discharges 
reappeared in their original intensity after 
having been absent during the remission of 
anginal attacks. 

In 1939 Raab’ reported 100 cases of an- 
gina pectoris treated with roentgen irradia- 
tion of the adrenal glands. The treatment 
was successful in 76; 62 patients were en- 
tirely or almost entirely free from com- 
plaints for an average period of thirteen and 
one-half months, and 14 were moderately 
improved during an average of seven and 
one-half months. Twenty-four did not re- 
spond at all. 

In 1944 Raab and Soule®® reported 42 
cases of angina pectoris treated with x-ray 
to the adrenals. Thirty-eight per cent had 
complete disappearance of anginal symp- 
toms, or marked improvement, for six to 
forty-five months; 33 per cent were consid- 
erably improved for five to forty-three 
months; 3 per cent were only slightly im- 
proved; and 26 per cent remained unim- 
proved. Nine of the 11 unimproved patients 
did not receive the complete series of roent- 
gen treatments, and therefore should not be 
considered as definite failures. 


Summary 


Angina pectoris produced by effort, emo- 
tion, cold, or overeating is believed to be 
due essentially to the effect of adrenalin 
discharges from the adrenal glands in in- 
creasing the oxygen consumption of the 
heart muscle, coupled with the inability of 
the sclerotic coronary arteries to dilate ad- 
equately to supply the required amount of 
oxygen to the myocardium. 

The following experimental evidence has 
been presented in support of this theory: 

I. In dogs, the amount of oxygen consum- 
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ed by the heart is increased following the 
injection of adrenalin into the circulation. 

2. The factors which produce anginal at- 
tacks—effort, emotion, and exposure to cold 
—are also known to cause the _ adrenal 
glands to discharge adrenalin. 

3. Typical anginal pain can be produced 
artificially by the injection of adrenalin. 

It has been shown experimentally and 
clinically that the abnormal irritability of 
the adrenal secretory mechanism may be 
abolished by roentgen irradiation over the 
adrenal glands. Chemical determinations 
of the adrenal hormones in the blood of pa- 
tients with angina pectoris, made before and 
after irradiation of the adrenals, showed a 
lowering of the hormonal] levels in all pa- 
tients whose anginal symptoms improved. 
In those who failed to show clinical improve- 
ment increased levels were found, and in 
those who had a temporary remission of 
symptoms, followed by a relapse, the level 
fell and then rose again coincident with the 
return of the clinical symptoms of angina 
pectoris. 


THE TREATMENT OF ANGINA 
PECTORIS BY IRRADIATION OF THE 
ADRENAL GLANDS: CLINICAL 
EXPERIENCE 


ROBERT L. MCMILLAN, M.D. 
and 


J. P. ROUSSEAU, M.D. 
WINSTON-SALEM 


The control of the pain of angina pectoris 
has been the object of much research. Medi- 
cations of various kinds have been employed, 
all of which have supposedly increased the 
flow of blood to the coronary arteries. 
Among these agents the xanthine deriva- 
tives, such as theophylline, theobromine, and 
aminophylline, are frequently used. Nitro- 
glycerin has probably been employed most 
widely over a long period of years. More re- 
cently male hormones have given relief in 
many cases"), Androgen therapy is consid- 
ered by some to have good prospects, because 
the higher incidence of the disease in males 
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suggests the possibility of a hormonal fac- 
tor. Unfortunately, in many cases al] these 
agents fail to relieve the pain, and opiates 
must be administered. Since the pain is re- 
current and chronic, opiate addiction is not 
uncommon in such patients. 

Chief among the surgical methods de- 
signed to relieve the pain of angina pectoris 
is the muscle-grafting operation of Beck’). 
In some cases this operation has afforded 
marked relief by providing exogenous blood 
supplies to the myocardium. In many pa- 


tients, however, the results have been dis- 


appointing. Another procedure which has 
been employed, with frequent relief of the 
pain, is dorsal sympathectomy’. Although 
the operative mortality of these procedures 
has been greatly reduced, they are still 
formidable undertakings, especially in the 
severe cases. Since angina pectoris is often 
associated with sudden death, patients 
with severe angina are poor operative risks. 

The work of Raab") seems to give some 
promise that relief from pain in angina pec- 
toris might be achieved by irradiation over 
the adrenal glands. This form of therapy 
has not received widespread use. The en- 
couraging reports, however, have led us to 
give this method a trial in a group of 23 
patients whose pain has been refractory to 
medical therapy over a long period of time. 
The physiologic basis for this form of ther- 
apy has been presented in a review by Fisher 
and McMillan®. 


Selection of Patients 


Only patients with severe angina pectoris 
were chosen for therapy. The diagnosis was 
established by a carefully taken history, the 
electrocardiographic findings at rest and 
during and after exercise or an attack of 
pain, the response to nitroglycerin, and radi- 
ographic demonstration of disease of the 
aorta or heart. In most respects Heberden’s 
classic original description of angina pec- 
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toris™ fits each of the cases of this series, 
and no questionable case was treated. 

The ratio of males to females was about 
three to one: 17 men and 6 women were 
treated. All females had hypertension; 6 
males had hypertension, while 11 did not. 
The average age of the female patients was 
59; that of the males, 55. In 21 cases the 
basic lesion was coronary arteriosclerosis; in 
1, syphilis of the aorta without aortic regur- 
gitation; and in 1, rheumatic heart disease 
with aortic regurgitation. Only 3 patients 
had normal electrocardiograms at rest, and 
these 3 showed changes in the T waves or in 
the S-T intervals during spontaneous attacks 
of pain or following pain produced by exer- 
cise. Twelve had left axis deviation. In 9, 
the electrocardiograms were typical of myo- 
cardial infarction, and in 18 there were sig- 
nificant changes of the T waves or S-T seg- 
ments. Other abnormalities observed were 
bundle-branch block, first degree auriculo- 
ventricular block, and complete heart block. 

Because of the high incidence of electro- 
cardiographic evidences of myocardial in- 
farction and coronary artery disease, and 
the histories of severe angina pectoris, the 
two-step exercise test proposed by Riseman 
and Stern") was not emploved, except in the 
3 patients with normal electrocardiograms. 
Fourteen, or 60 per cent of the patients, had 
pain at rest. Seven, or 30 per cent, obtained 
no relief from recurring pain by any medi- 
cation or by rest. Nitroglycerin gave partial 
relief in 12, or 52 per cent; and 4, or 17 per 
cent. were relieved by rest alone. Emotional 
disturbances produced pain in 17, or 74 per 
cent, while pain on effort occurred in all the 
patients. The average duration of symptoms 
was three and three-tenths years. 

An attempt was made to estimate the de- 
gree of disability in terms of impairment of 
functional capacity. This impairment was 
graded from I (slightest) to IV (greatest). 
Seventeen patients were classified as grade 
IV, 3 as grade III, and 3 as grade II. Four- 
teen of the 17 patients in the grade IV group 
were confined to bed most of the time; the 
3 in the grade IIT group were forced to lead 
a sedentary existence. 

For estimates of the degree of pain before, 
during, and after treatment, reliance was 
placed on the patient’s story and on his 


7. White, P. D.: Heart Disease. ed. 3, New York, The Mac- 


millan Company, 1944, p. 816. 

8. Riseman, J. E. F.. and Stern, B.: Standardized Exercise 
Tolerance Test for Patients with Angina Pectoris on 
Exertion, Am. J. M. Se. 188:646-659 (Nov.) 1934, 
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ability to perform physical and emotional 
functions with which he was familiar in his 
daily life. 

Of the 23 patients in this series, 18 had 
x-ray examinations made before treatment 
was given. In all 18 cases, arteriosclerotic 
disease of the aorta was demonstrated. In 1, 
evidence of luetic aortitis involving the as- 
cending aorta was present in addition to 
arteriosclerosis. A positive Kahn test con- 
firmed the x-ray diagnosis. In another pa- 
tient, definite roentgen evidence of aortic in- 
sufficiency was demonstrated, and was con- 
firmed by the physical signs. Left ventric- 
ular hypertrophy was present in 13 patients. 
Eight of these showed an increase in the 
ratio of the transverse diameter of the heart 
to the transverse diameter of the chest, with 
slight, moderate, or marked increase of the 
transverse diameter of the heart. Evidence 
of myocardial damage was detected in 10 pa- 
tients. 

Complicating lesions were present in 20 
of the 23 patients. Eight had congestive 
cardiac failure, 2 had intermittent claudica- 
tion, 5 had peptic ulcer, 4 had prostatism, 
and 1 had diabetes. 


Method of Treatment 


No patients were promised relief, al- 
though all were made aware of the possi- 
bility and were instructed to keep an account 
of the medications necessary for relief of 
pain. 

Each patient was given 600 r in air to 
each adrenal area through a 10-by-10 cm. 
posterior port, a daily dose of 200 r being 
given to the right and left adrenals alter- 
nately for six consecutive days. The physi- 
cal factors were: 200 kilovolt peak, 50 cm. 
skin-target distance, 18 milliamperes, 0.5 
mm. copper plus 1 mm. aluminum filter, half 
value layer 1.25 mm. copper. With the above 
factors the tissue roentgens on the skin of 
each field were 716 r, and the depth dose to 
each adrenal gland (estimated to be 6 cm. 
beneath the skin in the average person) was 
432 r. It is recognized that this dose will not 
produce permanent damage to normal struc- 
tures and can be repeated with safety for 
two or three such series at six-week inter- 
vals. 

It was felt that each patient should receive 
the same dose, so that variations in response 
could not be attributed to differences in dos- 
age. While it is true that the depth dose will 
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differ slightly as a result of variations in 
the size of the patients, the difference would 
be too negligible to account for failure or 
success in any individual case. 


Results 


Thirteen, or 57 per cent, of the patients 
stated that they received 75 to 95 per cent 
relief of pain; 4, or 17 per cent, 50 to 75 per 
cent relief; 3 patients, 20 to 50 per cent re- 
lief; and 3, no relief. During the varying 
periods which have elapsed since therapy 
(two to twelve months), there have been no 
exacerbations of symptoms. Two patients 
who had good results from treatment have 
since died suddenly, and one other died fol- 
lowing prolonged pain in the chest. Autopsy 
of this patient showed an old anterior left 
ventricular infarction, and both a fresh and 
an old posterior infarction. 

Those patients who received beneficial re- 
sults uniformly reported within two weeks 
that the pain had definitely changed in char- 
acter; it became much less severe and of 
shorter duration. Many patients omitted 
medications of any kind because the pain 
was too slight to warrant taking anything 
for relief. It is of interest to note that those 
with the most severe symptoms were im- 
proved much more than the few with milder 
and less frequent pain. The average degree 
of .relief reported by patients with grade IV 
angina pectoris was 73 per cent, and by 
those with grade III or II angina, only 36 
per cent. Likewise, those patients who had 
angina pectoris upon emotional disturbance 
received much greater relief than did those 
without pain of this type. It was also ob- 
served that emotional disorders occurred 
less frequently, and that these patients were 
more stable after therapy than before. 

There was no significant change in the 
blood pressure of the male patients, where- 
as the females showed an average drop of 23 
mm. in the systolic and 22 mm. in the dias- 
tolic pressure. 

Conclusions 


Twenty-three patients with severe angina 
pectoris were treated with x-ray therapy 
over the adrenal glands. Seventeen patients, 
or 74 per cent, received marked relief of 
pain. Those with angina of emotion showed 


_ better response than did those without this 


inciting factor, and those with greatest dis- 
ability received more relief than those with 
less severe symptoms. 
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The high incidence of abnormal x-ray 
findings and electrocardiograms is probably 
explained by the long duration of very se- 
vere symptoms in these cases. These find- 
ings are not as common in milder cases of 
angina pectoris. 

As a purely palliative measure, this meth- 
od of treatment deserves further study in 
larger series of patients with angina pec- 
toris. The basic pathologic lesions remain 
unaltered, and the procedure is not advo- 
cated to prolong life or to obviate such com- 
plications as coronary thrombosis or con- 
gestive cardiac failure. 


THE EFFECT OF IMMUNIZATION ON 
EPIDEMIC INFLUENZA 


THOMAS RAY BROADBENT, M.D. 
and 
E. E. MENEFEE, JR., M.D. 


DURHAM 


In May cf 1946, Francis reported that 
vaccination with inactivated influenza virus 
exerted a protective effect against epidemic 
influenza B"’. His report was based on the 
incidence of influenzal attacks in 600 stu- 
dents who had been vaccinated and in a con- 
trol group of 1,100 students who had not 
been immunized. The 600 subjects he studied 
had been vaccinated approximately three 
weeks prior to the onset of the epidemic. 


The 1945 Influenza Epidemic at Duke 


A similar epidemic occurred at Duke Uni- 
versity in the fall of 1945, but no immuni- 
zations were given until the epidemic had 
actually begun. Eighty-five A.S.T.P. stu- 
dents who were registered at Duke received 
1 ec. of combined, concentrated influenza A 
and B vaccine on November 17, 1945. As a 
control group there were 1,049 V-12 students 
and 907 civilian male students—a total of 
1,956 students, none of whom were vacci- 
nated. All of these groups lived together in 
common dormitories, ate together in the 
same dining halls, and attended the same 
classes. There was no separation by groups. 
Sick call was held twice a day, and all stu- 
dents were examined and treated by the reg- 
ular physicians of the Student Health Serv- 
ice. 


From the Student Health Service and the Department of 
Medicine of Duke University. 
1. Francis, T., Jr., Salk, J. E., and Brace, W. M.: The Pro- 


tective Effect of Vaccination against Epidemic Influenza 
B, J.A.M.A, 131:275-278 (May 25) 1946. 
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Starting around the first of November, 
1945, large numbers of students began to re- 
port to the offices of the Student Health 
Service with what appeared to be influenza. 
It became routine to admit to the hospital 
all students with a fever of 38 C. (100.5 F.) 
or over. If there were no striking physical 
findings, and if their fever was less than 
this, the patients were sent back to their 
dormitories, where they were confined to 
their rooms and were treated symptomatic- 
ally. 

During the first three weeks of Novem- 
ber, 29 patients were deemed sick enough 
to be admitted to the hospital. The number 
of cases then increased rapidly, and during 
the last week of November and the first week 
of December it was necessary to admit 92 
students to the hospital. At the end of the 
first week in December the number of cases 
began to fall off, and only 26 students were 
hospitalized during the rest of the month. 
Sporadic cases occurred in January after 
the Christmas holidays, but they are not in- 
cluded in this study. 


Characteristic findings 


In the group admitted to the hospital for 
treatment, there were rather constant phy- 
sical findings. Perhaps the most striking 
was that of fever, with an average temper- 
ature of 38.3 C. (101 F.). The typical his- 
tory obtained from nearly all patients was 
that of severe, general malaise, anorexia, 
easy fatigability, and moderate to severe 
headaches. Most patients also complained of 
generalized muscular aching and _ retro- 
orbital pain, particularly aggravated by 
lateral and vertical movement of the eye. 
On physical examination they appeared ill. 
Lacrimation and conjunctivitis were invari- 
ably present. The skin was dry, hot, and 
often loose, with evidence of dehydration. 
The pharynx and mucous membranes of the 
nose were red, and there was a watery, mu- 
cous discharge from the nose. The cervical 
lymph nodes were palpable in nearly all 
cases. Although no objective changes could 
be noted in the joints, all patients com- 
plained of pain on active or passive motion 
of the limbs. The lungs were clear, and the 
heart appeared normal except for tachy- 
cardia. Little else of interest was found on 
physical examination. 

In most patients the leukocyte count was 
low, ranging from 2,750 to 5,000, but in a 
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few patients who later showed definite evi- 
dence of complications, the white cell count 
ranged as high as 27,000. The hemoglobin 
averaged 15.5 Gm. and the urine showed no 
abnormalities other than a high specific 
gravity. Sputum cultures were done when- 
ever possible. The majority of them showed 
a beta hemolytic streptococcus, while a few 
showed hemolytic Staphylococcus aureus. 
Unfortunately, no facilities were available to 
attempt the isolation of the virus. 


Treatment 


Since we were confident that we were 
dealing with a virus infection, and_ since 
there is no accepted specific treatment for 
such infection, the therapy was largely 
symptomatic. As all patients appeared de- 
hydrated on admission, the vast majority of 
them received intravenous fluids immediate- 
ly, and from that time on fluids were forced 
by mouth. The patients were kept at com- 
plete bedrest, and were given a soft diet 
and mild laxatives. Aspirin and codeine were 
used to control the muscular aches and 
pains, and mild sedation at night proved 
very helpful. One hundred and two patients 
were given sulfadiazine with sodium bicar- 
bonate, in the hope of preventing any sec- 
ondary infection. Thirty-eight patients, who 
appeared somewhat sicker and who we 
thought were developing secondary bacterial 
infection, were treated with penicillin; an 
average of 350,000 units was given to each 
patient. Thirty patients, who had no evi- 
dence of any bacterial infection, received 
no antibiotic, and apparently they did just 
as well as the other patients. 

With a few exceptions, the temperature 
fell rapidly immediately following hospitali- 
zation, with corresponding improvement in 
the patient’s general condition. At the end 
of thirty-six hours, most were afebrile and 
felt well. They were observed for approxi- 
mately two more days and were then dis- 
charged. After discharge from the hospital, 
all were followed on an outpatient basis by 
the Student Health Service. The post-infec- 
tion neurasthenic symptoms were rather 
striking and persisted from ten to twenty 
days. 

Complications 

Of the 170 patients treated in their rooms, 

and in the hospital, 30 developed some com- 


plication, the commonest being pyogenic 
pharyngitis, acute otitis media, or acute 
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sinusitis. These simple complications were 
treated in the manner described, with excel- 
lent results. In 3 patients severe complica- 
tions developed—bronchopneumonia in one, 
bronchopneumonia with pleural effusion in 
another, and extensive bilateral lobar pneu- 
monia caused by Staphylococcus aureus in 
the third. All recovered, however, and there 
were no deaths from the epidemic. 


Incidence of cases in vaccinated and 
unvaccinated students 


Of the 85 A.S.T.P. students who had been 
vaccinated on November 17, only 2, or 2.3 
per cent, became ill. Of the 1,956 students 
in the unvaccinated group, 168, or 8.6 per 
cent, were sick. These figures are extremely 
close to those reported by Francis", and 
would seem to indicate that subcutaneous 
vaccination with inactivated influenza virus, 
types A and B, exerts a definite protective 
effect against epidemic influenza. 


Summary 


During November and December of 1945, 
an epidemic which undoubtedly was _ influ- 
enza occurred at Duke University. Eighty- 
five male students were vaccinated after the 
onset of the epidemic, while 1,956 other male 
students were not immunized. In the vac- 
cinated group the incidence of influenza was 
2.3 per cent, while in the control group the 
incidence was 8.6 per cent. The disease was 
quite mild in the 2 patients from the vac- 
cinated group, and there were no complica- 
tions. Despite sulfonamides and penicillin, 
nearly 18 per cent of the patients from the 
control group developed some complication. 

It seems evident that vaccination affords 
definite protection against influenza. It is 
possible that the results would have been 
even better if immunization had been given 
somewhat earlier. 


General education for the physician.—Medical 
problems of the future, including prosecution of 
medical research foretoken the necessity of even 
more educational preparation than is needed to meet 
the problems of our day. Some familiarity with the 
events and thinking of the past will help the physi- 
cian to understand the significance of current social, 
economic and political changes. A knowledge of 
history will contribute to tolerance, and at the same 
time will tend to prevent errors of judgment inci- 
dent to emotional thinking. A good general educa- 
tion is necessary to the physician of the future, so 
that with its aid, he may excel in his profession, 
and still more important, he may take a worthy 
place in the citizenship of a democracy in a free 
society.—Ernest E. Irons: Medicine and Education, 
Ann. Int. Med, 25:235 (August) 1946. 
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EXFOLIATIVE DERMATITIS CAUSED 
BY SULFONAMIDES AND ITS 
REPRODUCTION BY SIMPLE 

PATCH TESTING 


JOSEPH FARRINGTON, M.D.* 
THOMASVILLE 
and 
BERNARD P. WOLFF, M.D.** 
ATLANTA, GEORGIA 


The widespread use of the sulfonamide 
drugs has led to the discovery and recog- 
nition of many of their toxic manifestations. 
Because many of the organisms responsible 
for skin diseases are insensitive or unre- 
sponsive to penicillin, the sulfonamide drugs 
are often employed locally in the treatment 
of these conditions. Reports of generalized 
eruptions following the topical application of 
these drugs have appeared in the literature. 
Cohen" and Weiner’ each reported a series 
of cases demonstrating that the local use of 
sulfonamides can produce a cutaneous hy- 
persensitivity reaction similar to other al- 
lergic skin phenomena. They also found that, 
once the sensitivity is established, a _ re- 
action can be produced either by ingestion 
of the drug or by topical application. Livin- 
good and Pillsbury” reported 12 cases of 
skin sensitization from local sulfanilamide 
therapy, and noted that in all of their cases 
the reaction occurred explosively in persons 
exhibiting eczematoid rather than pyogenic 
lesions. In each instance the reaction fol- 
lowed oral sulfonamide therapy given sub- 
sequent to topical application. Sensitization 
is more apt to occur if the drug is used for 
more than five days®’, and if it is adminis- 
tered intermittently”. In recorded 
case’, the cutaneous eruption was repro- 


The text of this paper was completed in December, 1943, 
and is unchanged except for that part which pertains to 
more recent work. Earlier publication was impossible because 
of military restrictions. 

*Formerly a major in the Medical Corps, A.U.S., and chief 

of the Dermatology and Syphilology Section of the 234th 

General Hospital. Fellow in the Department of Dermatology 

and Syphilology, College of Medicine, University of Cin- 

cinnati. 
**Formerly a lieutenant colonel in the Medical Corps, A.U.S., 

— chief of the Medical Service of the 234th General Hos- 

pital. 


1. Cohen, M. H., Thomas, H. B., and Kalisch, A. C.: Hyper- 
sensitivity Produced by the Topical Application of Sulfa- 
thiazole, J.A.M.A. 121:408-411 (Feb. 6) 1943. 

. Weiner, A. L.: Cutaneous Hypersensitivity to Topical Ap- 
plication of Sulfathiazole, J.A.M.A. 121:411-413 (Feb. 6) 
1943. 

8. Livingood, C. S., and Pillsbury, D. M.: Sulfathiazole in 
Eezematous Pyoderma, J.A.M.A. 121:406-408 (Feb. 6) 1943. 

4. Lyons, R. H., and Balberor, H.: Development of Febrile 
Reactions During Second Course of Sulfathiazole, Univ. 
Hosp. Bull., Ann Arbor 7:19-20 (March) 1941. 
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duced by the ingestion of only 8 mg. of sulfa- 
thiazole. 


Recently one of us (J.F.), using the meth- 
od of Goldman and Goldman for mucous 
membrane contact testing, produced an in- 
tense necrotizing reaction of the buccal mu- 
cosa by the application of approximately 
8 mg. of sulfathiazole to the mouth of 
a previously sensitized patient. The practical 
significance of this finding is evident when 
one considers, for example, the use of lip- 
stick dyes almost identical chemically to the 
sulfonamides, as well as the widespread use 
of lozenges containing sulfonamides. 


Rich first emphasized the role of sulfon- 
amide hypersensitivity in the occurrence of 
a necrotizing panarteritis. Thompson and 
Zeek”) more recently reported a case of 
necrotizing angiitis due to hypersensitivity 
to sulfonamides. The duration of this sen- 
sitivity is not known, but it is probably long 
standing, if not permanent. Little is yet 
known about the specificity of sensitivity for 
the various sulfonamide drugs. 


The infinitely small amount of a sulfona- 
mide drug which may produce a severe re- 
action in sensitized individuals should be 
emphasized anew. The following case drawn 
from our army experience is an example of 
a severe eruption following the use of sul- 
fanilamide powder over a small area of the 
skin, and the reproduction of a generalized 
dermatitis by simple patch testing. 


Case Report 


Lt. C.0., a 25-year-old pilot, was admitted to the 
hospital September 23, 1943, complaining of “poison 
ivy.” In June, 1948, he had received sulfathiazole 
orally for a two-day period. One month later, a 
sulfonamide powder was used topically for three 
days in the treatment of a fungus infection of the 
toes. These treatments were given in an outlying 
dispensary. No records are available at this time, 
but apparently he suffered no ill effects on either 
occasion. He reported to the same dispensary in 
September, 1943, for treatment of a small patch 
ef scaling, crusting dermatitis over the left ankle. 
He stated that gentian violet and Whitfield’s oint- 
ment were used for several days without improve- 
ment. Sulfanilamide powder was then applied. With- 
in a few hours the lesion was said to have spread 
rapidly, and within three days there was a gen- 
eralized eruption. This eruption was described by 
the patient as beginning with clusters of blisters 
which scon ruptured, leaving an oozing, crusting, 
and itching surface. At this stage he was admitted 


5. Goldman, L., and Goldman, B.: Contact Testing of Buccal 
Mucous Membrane for Stomatitis Venenata, Arch. Dermat. 
& Syph. 50:79-84 (Aug.) 1944. 
6. Rich. A. R.: The Role of Hypersensitivity in Periarter- 
itis Nodosa, Bull. Johns Hopkins Hosp. 71:123-140 (Sept.) 
and 375-379 (Dec.) 1942. 
Thompson, R. T., and Zeek, P.: Acute Necrotizing Angiitis 
Due to Hypersensitivity Following Sulfonamide Therapy, 
Ohio State M. J. 41:524-825 (Sept.) 1945. 
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to the hospital, appearing acutely ill, and complain- 
ing of general malaise and chilliness. 

His skin had always been dry, but aside from 
occasional “fungus” and minor pyogenic infections 
he had had no previous skin diseases. For seven 
years he had had hay fever every spring and fall, 
but this disappeared spontaneously at the age of 
16. 

Examination of the skin on admission to the hos- 
pital showed that, with the exception of the palms 
of the hands and the soles of the feet, the entire 
skin surface, including the scalp, was covered with 
desquamating, weeping, and crusting lesions very 
similar to those seen in arsenical dermatitis. The 
remainder of the physical examination was _ nor- 
mal. The laboratory findings were essentially nega- 
tive. The initial impression was exfoliative derma- 
titis. 

During the first few days in the hospital the pa- 
tient appeared to be in a serious condition. He was 
dehydrated and markedly debilitated. It was impos- 
sible for him to obtain rest because of the intense 
itching. An evening rise in temperature to 101 F. 
was noted. Treatment consisted of copper sulfate 
solution in the form of continuous wet dressing, and 
later of wet dressings of boric acid. Almost con- 
stant sedation was necessary to relieve the discom- 
fort and apprehension of the patient. Within ten 
days most of the crusting and weeping had dis- 
appeared, leaving a raw surface to which copious 
amounts of olive oil were applied. During this period 
the patient was kept naked under a _ heat-cradle. 
This treatment was continued for the next three 
weeks, with gradual improvement. At the end of 
this time the skin was fairly healthy in appear- 
ance, and no new lesions were present. 

On October 16, sulfanilamide and sulfathiazole 
patch tests were done. Within four hours a papulo- 
vesicular pruritic eruption appeared at the sulfanil- 
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amide test area. Twelve hours later a similar re- 
action appeared at the sulfathiazole test area, in 
spite of the fact that both patches were removed 
immediately upon discovering the positive reaction 
to sulfanilamide. Within two days there occurred a 
generalized eruption, similar to the original derma- 
titis, though much less severe. Treatment was es- 
sentially the same as before. Healing again took 
place slowly, and by November 15, 1943, the patient 
had made a fairly good recovery. 

While he was in the hospital we were able to 
observe the individual lesions in various stages of 
development. The typical lesion began as a minute 
papule or vesicle which was exceedingly pruritic. 
The skin surrounding the lesion rapidly assumed 
an erythematous, eczematoid character, and later 
widespread desquamation, oozing, and thick crust 
formation occurred. Healing was gradual without 
sear formation. 


Conclusions 


1. A patient who had previously received 
oral and topical sulfonamide therapy devel- 
oped a severe generalized exfoliative derma- 
titis following the local application of sulfa- 
nilamide powder to a small eczematoid lesion 
of the ankle. 

2. The generalized reaction was _ repro- 
duced by simple patch testing with sulfanil- 
amide and sulfathiazole powder. 

3. This report emphasizes the danger of 
topical sulfonamide therapy in sensitized in- 
dividuals. 


THUMBNAIL SKETCHES OF EMINENT PHYSICIANS 
JOSIAH C. TRENT, M.D., F.A.C.S., Editor 
ANN ARBOR, MICHIGAN 


THE STORY OF YELLOW FEVER 
Xx 
WILLIAM CRAWFORD GORGAS 
1854-1920 


The conquest of yellow fever by elimina- 
tion of the mosquito vector was so similar 
to a great and successful military campaign 
that it was almost inevitable that it should 
have been accomplished by a physician in 
one of the military services. The basic dis- 
coveries concerning the mode of transmis- 
sion were made by men who were essentially 
scientists; it remained for William Craw- 
ford Gorgas, a soldier at heart, to eradicate 
the disease by the large-scale application of 
specific and intelligently applied measures. 
It seems more than significant that this work 
was done by a man who studied medicine 
only because other means of entering the 
military services had failed. 


Gorgas was born in Toulminville, Ala- 
bama, October 3, 1854. His father, Captain 
Josiah Gorgas, was born in Pennsylvania 
and had entered the army after graduation 
from the United States Military Academy at 
West Point. During the Mexican campaign, 
Captain Gorgas contracted a severe case of 
yellow fever and witnessed many deaths 
from the disease during the siege of Vera 
Cruz. Assigned later to an arsenal at Mt. 
Vernon, Alabama, he met and married the 
daughter of a former governor of Alabama, 
Amelia Gayle, who had fied from New Or- 
leans to escape an epidemic of yellow fever 
raging in that city. At the outbreak of the 
war between the states, Captain Gorgas re- 
signed his commission in the United States 
Army to become a major in the Confederate 
Army, where he rose to the rank of briga- 
dier general in 1864. 


William Crawford Gorgas, at the age of 
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7, was in Charleston and heard the opening 
guns at the siege of Fort Sumter. During 
the four years of the war, he was in Rich- 
mond with his family, and the troop move- 
ments and general excitement undoubtedly 
influenced his decision to make the army his 
career. His early education was spotty, like 
that of most army “brats.” After applying 
repeatedly for admission to the United 
States Military Academy without success, 
he finally resorted to the expediency of 
studying medicine in order to enter the army 
by way of the medical corps. He entered 
Bellevue Medical College in 1876, and after 
his internship was commissioned a first lieu- 
tenant in 1880. 


During the first part of his army career 
his duties were those of the average army 
doctor. He was assigned early to Fort 
Brown, Texas, during a severe epidemic of 
yellow fever, and it was there that he met 
and treated his future wife, who was so sick 
from the infection that her grave had al- 
ready been dug. After her recovery he be- 
came ill with a severe case of the disease. 
From 1885 to 1888 he was stationed at Fort 
Randall, North Dakota, and thereafter, until 
the outbreak of the Spanish-American War, 
he served at Fort Barrancas, Florida; his 
over-long tour of duty at the latter place was 
undoubtedly a result of his being immune 
to yellow fever, which was prevalent there. 

After the occupation of Havana in 1898, 
Gorgas was placed in charge of the yellow 
fever camp at Siboney, where he carried out 
the usual routine measures of control— 
namely, quarantine, isolation, and general 
cleanliness. Later in the same year he be- 
came Chief Sanitary Officer of Havana. His 
genius as organizer of sanitary campaigns 
was demonstrated by his outstanding suc- 
cess in transforming the city of Havana, 
within a period of six months, into one of 
the cleanest cities in the tropics. In spite 
of the general clean-up campaign, yellow 
fever reappeared and spread through the 
city at an alarming rate, largely because of 
the influx of non-immune immigrants from 
Spain. 

Gorgas was a friend of Carlos Finlay, 
but gave no credence to the latter’s 
theory of mosquito transmission. Even after 
the first experimental cases of the Reed 
commission in August and September of 
1900, he was reluctant to accept the theory. 
He gave way before the definitive experi- 
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Fig. 1. The title-page of a pamphlet on mos- 
quito extermination, prepared by Gorgas and 
published in Washington in 1904 (From the 
editor’s collection) 


ments conducted at Camp Lazear, but still 
refused to believe that mosquito transmis- 
sion was “the only way or even the ordi- 
nary way of conveying the disease.” He be- 
gan, however, to study the breeding habits 
of Aedes aegypti and, in March, 1901, 
launched his campaign to exterminate this 
species of mosquito by depriving it of its 
breeding places; he organized mosquito bri- 
gades and required that all yellow fever 
cases be carefully screened from mosquitoes. 
The details of his campaign are described in 
his official reports, and an interesting pam- 
phlet later published in Washington (fig. 
1) gives an account of his technique of ex- 
termination. These measures were immedi- 
ately successful in Havana, so much so that 
Gorgas himself came to grant that the mos- 
quito alone was responsible for the convey- 
ance of yellow fever. Throughout the re- 
mainder of 1901 only 5 cases of the disease 
were reported, in July and August; the city 
was completely free of the disease in the 
following two years, and an outbreak in 1905 
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was promptly checked by renewal of the 
measures introduced by Gorgas. 

In 1902, Gorgas, promoted to colonel, was 
assigned to Washington at the time when 
the plans for the Panama Canal were under 
discussion. He visited Panama and the Suez 
Canal, and carefully studied the reports of 
the French experience in Panama. In 1904, 
when work on the isthmus actually began, 
Gorgas and a small group of doctors con- 
stituted the entire Sanitary Department. 
Gorgas was keenly aware of the tremendous 
task before him and of its importance to the 
future of the canal project, but he was un- 
able to convince the members of the canal 
commission that anything more than gen- 
eral sanitary measures was necessary to 
safeguard the health of the construction 
workers. Evidently the success of the Ha- 
vana campaign had not penetrated the brass 
hats of Admiral Walker, chairman of the 
Canal Commission, and General Davis, the 
first governor of the Canal Zone, both of 
whom disputed all expenditures for mosquito 
control requested by Gorgas. 

It was due largely to a civilian, Dr. 
Charles Reed, a past president of the Ameri- 
can Medical Association, that the signifi- 
cance of the work of Gorgas was recognized. 
Dr. Reed reported the situation so forcibly 
that President Roosevelt discharged the en- 
tire Canal Commission and formed a new 
one, to which Gorgas was later appointed. 
The newly appointed governor, General 
Goethals, continued also to interfere with 
the sanitary campaign, complaining of its 
excessive cost. Gorgas persisted, however, 
and by the time the Canal was opened in 
1914, the death rate of the Canal Zone was 
lower than that of any of the United States. 

Gorgas received many honors throughout 
his later life and was deservedly known as 
the ‘“‘world’s greatest sanitarian.” His work 
was outstanding because of his genius in 
planning and organizing large-scale attacks 
on health problems. In a military manner, 
he concentrated his forces on those diseases 
most productive of illness—malaria, yellow 
fever, dysentery. Instead of wasting time 
and money on attempts to clean up the entire 
isthmus, he massed his control measures in 
the cities of Panama and Colon, and was 
thus the first to apply the ‘“‘tactical’’ method 
of approach to a sanitary problem. 

[During his work in Panama, Gorgas had 
the able assistance and cooperation of sev- 
eral physicians, one of whom cannot be 
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omitted from any historic account of yellow 
fever. Henry Rose Carter (1852-1925), 
after careful observation of yellow fever 
epidemics in the Southern states, was the 
first to point out, in May, 1900, the period 
of “extrinsic incubation” of the disease. His 
article influenced the Reed board to favor- 
able consideration of theories on insect 
transmission, and thus had much to do with 
their success. Carter was Quarantine Officer 
in Havana during Gorgas’ anti-Aedes cam- 
paign. In 1904 he went to Panama with 
Gorgas and organized the quarantine serv- 
ice of the Canal Zone; for four years he held 
the post of director of hospitals. There is 
reason for believing that much of the credit 
for the great improvement of sanitary con- 
ditions on the isthmus belongs to Carter. 
—Ed.] 

The story of the elimination of yellow 
fever illustrates again that the problem of 
disease control can be solved only by a com- 
bination of forces, attacking with entirely 
different methods. The slow and _ patient 
study of the life history of the disease by 
research men using experimental methods 
and working with freedom is necessary to 
provide a basis of attack. For the conquest 
of the disease is required, however, the skill- 
ful utilization of resources and methods 
which can be effected only by a large and 
compact organization. 

DONALD S. MARTIN, M.D. 
Duke Hospital, 
Durham 


Specialization in medicine led to greatly increased 
knowledge of organs and their functions in health 
and disease; but not infrequently it led to neglect 
of the patient as a person and to emphasis on the 
study of his disease alone. Gradually a corrective in- 
fluence became evident through the teachings of 
Adolf Meyer and others as increasing attention was 
focused on the patient as a person and on those 
mechanisms of the organism itself which are 
brought into play to combat disease. The interrela- 
tionships of the mind, emotions, and body in health 
and disease were found to be of great importance. 
—Raymond B. Allen: Medical Education and the 
Changing Order, New York, The Commonwealth 
Fund, 1946, p. 19. 


Health is a state in which a person’s reactions oc- 
cur smoothly, without damage to any part of his 
body, with satisfaction to the individual and to so- 
ciety. Unhealthiness and disease are evidence that 
some part or all of the body is unable to cope with 
untoward physical or social environmental influ- 
ences. Medicine is a study of all the facts and 
factors, individual and environmental, which make 
for healthful living—Raymond B. Allen: Medical 
Education and the Changing Order, New York, The 
Commonwealth Fund, 1946, p. 43. 
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THE DOCTOR’S OCCUPATIONAL 
DISEASE 


Some years ago a doctor who was filling 
out an insurance company’s certificate of 
death for a colleague who had died of coro- 
nary occlusion came to the question, “Was 
the occupation of the insured related to the 
cause of his death?” Impulsively he an- 
swered the question, “Yes,” and explained 
that the practice of medicine certainly pre- 
disposes to coronary disease. 

This answer is vindicated by an excellent 
article in Minnesota Medicine for Septem- 
ber, in which Dr. Newell C. Gilbert, profes- 
sor of medicine at the Northwestern Uni- 
versity School of Medicine, dubs coronary 
heart disease “the occupational disease of 
doctors.”” Dr. Gilbert reminds us that, more 
than one hundred and fifty years ago, Chris- 
topher William Hufeland wrote that ‘“mor- 
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tality is greater among practical physicians 
than perhaps among men of any other pro- 
fession. They have the least opportunity of 
observing those prudential rules and precau- 
tions, for preserving health, which they lay 
down to others; and there are few employ- 
ments in which the powers both of the body 
and mind are exposed to so much consump- 
tion as in this.” 

As proof of his contention that coronary 
disease is an occupational disease of doctors, 
Gilbert cites H. L. Smith’s statistical study 
of various occupations,"? which showed that 
“there were thirty-three instances of coro- 
nary sclerosis among the physicians, six- 
teen among the bankers, fourteen among the 
lawyers, fourteen among the clergymen, 
eight among the laborers, and eight among 
the farmers. The criteria for the diagnosis 
were the same in all the groups,” and there 
were approximately 3800 persons in each 
group. 

Gilbert points out that the sensible thing 
for the doctor to do is to face realistically 
the fact that his occupation is strenuous 
enough at best, and to avoid as much stress 
and strain as he possibly can. “The moral 
of all this is plain: . . . do as you advise 
others to do.” The final admonition should 
be memorized by every doctor: “As Dr. 
George Palmer used to advise, no one should 
dash through life; rather, as far as is com- 
patible with duty, he should quietly and 
thoughtfully saunter through life.” 


1. Smith, H. L.: Incidence of Coronary Sclerosis among 
Physicians as Compared with Members of Other Occupa- 
tions, J.A.M.A. 108:1327-9 (April 17) 1947. 


* 


THE “INTERNE” ERRS 


Interne is a small monthly publication 
which is, according to its masthead, the 
“Journal of the Association of Internes and 
Medical Students.”’ It requires no seventh 
son of a seventh son to recognize that its 
chief mission in life is to guide the future 
doctors of America into the paths of politic- 
ally dominated medical practice. It is note- 
worthy that the front cover displays the 
caduceus—the emblem of Hermes—rather 
than the single snake coiled around the staff 
of Aesculapius, which is the official emblem 
of the American Medical Association and is 
generally regarded as the real symbol of 
medicine. Those familiar with Greek myth- 
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ology know that Hermes, the messenger and 
herald of the gods, was a rather shady char- 
acter. “He was regarded as the patron of 
travellers and merchants, and of thieves, 
pickpockets and all dishonest persons.’’’ It 
happens that the United States Government 
has adopted the caduceus instead of the 
Aesculapian staff as its medical insignia. 
That, however, is not the first—nor the last 
—mistake made by our government in deal- 
ing with its medical men. 

In its issue for September, Jnterne feat- 
ures an article on “Health in the South” 
thus: 

“Testimony on the Wagner-Murray-Dingell bill, 
reported favorably from committee during the re- 
cently expired session of Congress, brought to light 
much interesting material about some contemporary 
American medical problems. Our article in this is- 
sue, ‘Health in the South,’ the first in our series on 
the health of the nation, is based chiefly on this 
testimony. You can get this document by writing 
to Senator Murray. We suggest you do so to pro- 
vide yourselves with source material for education 
in your AIMS chapter.” 

The false statement that this bill was re- 
ported favorably was repeated later under 
“Progress Notes” (p. 622). 

We who practice in the South are becom- 
ing somewhat case-hardened to the criti- 
cisms constantly being heaped upon us by 
our Northern colleagues, and to the odious 
comparisons based on morbidity and mor- 
tality statistics, without regard to racial and 
economic factors. The much overworked 
draft rejection figures are again dragged 
into the picture, but no mention is made of 
the fact that Negroes were rejected on every 
pretext at the induction centers’. 

To return to the statement about the Wag- 
ner-Murray-Dingell bill, however, it may be 
recalled that the widely distributed news- 
paper reports that the national compulsory 
health insurance plan had been endorsed by 
the Senate Committee on Education and 
Labor were based on false information given 
to the press by Senator Pepper. If the editor 
of Interne had been as anxious to find the 
truth as a medical man should be, he could 
have learned from numerous sources that 
the story was not true. 


What actually happened was that the 
health insurance study conducted by Senator 


1. Harvey, Paul: The Oxford Companion to English Litera- 
ture, Oxford University Press, 1982, p. 867. 

2. Editorial, North Carolina’s Draft Rejection Figures, North 
Carolina M. J. 6:39 (Jan.) 1945. 
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Pepper was endorsed in March by four of 
the nine members of a subcommittee of the 
Committee on Education and Labor—the 
Subcommittee on Health and Education. 
Four months later, without the consent of 
a majority of the subcommittee, Senator 
Pepper made a public statement that “A 
Senate Subcommittee on Health and Educa- 
tion today issued a report urging a national 
health program to be carried out through 
compulsory health insurance to provide com- 
plete medical care at reasonable cost.” The 
sensation-hungry press played up the story 
as meaning that the Senate Committee on 
Education and Labor had endorsed the Wag- 
ner-Murray-Dingell Bill. Messrs. Pepper 
and company might have gotten by with this 
hidden ball play had not the alert Senator 
Donnell of Missouri detected it, and in the 
Senate on July 23 forced Senator Pepper to 
admit that “there was some slight inaccur- 
acy in the press release which . . . I take full 
responsibility for.” The NORTH CAROLINA 
MEDICAL JOURNAL submits that this state- 
ment of Senator Pepper’s deserves the tro- 
phy as the 1946 model of understatement. 


Perhaps Interne would be more zealous in 
its search for truth if its symbol were 
changed from the wand of Hermes—the pa- 
tron of dishonesty—to the staff of Aescu- 
lapius, the god of medicine. 


* 


DR. J. N. JOHNSON HONORED 


Dr. J. N. Johnson of Goldsboro, past presi- 
dent of the State Dental Society, is one of 
the best known dentists in North Carolina. 
In 1931 he was appointed a member of the 
State Board of Health, and was its vice 
president until ill health forced him to retire 
early this year. 

On September 25 representatives of the 
State Board of Health surprised Dr. Johnson 
at his home in Goldsboro when they pre- 
sented him with a large, hand-painted scroll, 
bearing the State Seal and the signatures 
of Dr. S. D. Craig, president; Dr. G. G. 
Dixon, vice president; Dr. Carl V. Reynolds, 
secretary and treasurer; and the other mem- 
bers of the board. This scroll read as fol- 
lows: 

“The North Carolina State Board of Health recog- 
nizes with sincere appreciation the services rendered 


by John Norborn Johnson, D.D.S. who for the past 
15 years has been one of its most valued members. 


Al 
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“He has been faithful in his attendance at board 
meetings and has taken an active part in all of its 
activities. 

“He has made substantial contributions to the 
progress achieved in public health and has helped 
to formulate policies that will bear fruit in years to 
come. 

“He has performed capably and well all duties 
assigned to him and has expressed without hesi- 
tancy convictions growing out of clear thinking and 
great human understanding. 

“He has won the respect, admiration and affection 
of all who have served with him by his own friend- 
liness and geniality and he will be greatly missed 
in their work. 

“In reconciling itself to his resignation, after 
years of faithful and devoted service that marked 
his tenure of office as its colleague in service to 
humanity, the State Board of Health consoles itself 
with the fact that the contacts of its yesterdays 
will brighten its tomorrows. 

“Raleigh, N. C., this 7th day of August, 1946.” 

Because the dental profession and the 
medical profession are so closely allied, the 
NORTH CAROLINA MEDICAL JOURNAL is 
happy to congratulate Dr. Johnson upon this 


well-deserved recognition. 


THE DUKE SYMPOSIUM 


It is doubtful that any other profession 
made more sacrifices, as individuals and as a 
group, than did the doctors of America in 
World War II. Not the least of their sacri- 
fices was that of giving up most of the state 
and nation-wide medical meetings usually 
held every year. One such meeting to which 
the doctors of North Carolina had learned 
to look forward eagerly was the annual 
symposium offered every October by the 
Duke University School of Medicine. 


The renewal of this event this month was 
a notable occasion, marked by the brilliant 
array of speakers who covered a wide vari- 
ety of subjects. The program committee, 
with the thoughtfulness characteristic of a 
model host, planned the symposium for the 
week-end: an all-day session Friday, Oc- 
tober 4, and a morning session Saturday. 
Saturday afternoon was left free, so that the 
guests might attend the Duke-Tennessee 
football game. 


The large number of doctors who attended 
the symposium and the interest with which 
they listened to the speakers testified to 
their genuine appreciation of Duke’s re- 
newed hospitality. 


EDITORIALS 


THE MATHESON FOUNDATION 
MEDICAL LECTURES 


The iate Dr. J. P. Matheson of Charlotte 
died some years ago; but his influence lives 
on. It is hard to think of a finer memorial 
that a doctor could leave than the annual 
medical lectures which he provided for in his 
will. 

This year the lectures are to be held in 
the ballroom of the Hotel Charlotte on Oc- 
tober 31 and November 1. The program is 
published on page 575. It will be noted that 
the speakers chosen are all authorities in 
their field, and that the lectures will be of 
particular interest to general practitioners. 
Most of the papers are devoted to some 
problems of the gastro-intestinal tract. 

The success of this year’s lectures is in- 
sured by the high quality of the program. 


ANOTHER DOCTOR WANTED 


A brief advertisement in this month’s 
NORTH CAROLINA MEDICAL JOURNAL offers 
another bit of evidence that the people of 
the state are awakening to the fact that 
hospitals are needed in our small towns and 
rural communities in order to attract doc- 
tors. The Board of Commissioners of Dare 
County has recently acquired the modernly 
equipped Coast Guard Infirmary at Buxton, 
North Carolina, and is offering the use of it 
rent-free to a young doctor who will locate 
there. This offer carries the additional in- 
ducement of an appointment to the United 
States Public Health Service, which would 
pay $150 a month, but would not restrict the 
doctor in his private practice. 

Any young physician out of service who 
is interested in general practice would do 
well to communicate with Mr. I. P. Davis, 
Manteo, N. C. Mr. Davis is secretary of the 
Dare County Chamber of Commerce. 


WANTED — Copies of the NORTH CAROLINA 
MEDICAL JOURNAL for August and 
September, 1946 


The demand for these numbers has exceeded the 
supply, and the Journal will be glad to pay 15 cents 
for each copy of either of these issues, in good 
condition, which is sent to the editorial office at 
300 South Hawthorne Road, Winston-Salem 7. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


A 66-year-old white male shoe repairman 
was admitted to the North Carolina Baptist 
Hospital in a comatose condition. There was 
no history of a familial disease, and the pa- 
tient’s health had always been good. For 
six weeks he had had a “bad cold,” which 
did not prevent him from working. Seven- 
teen hours prior to admission he awoke 
earlier than usual, with severe headache, 
nausea, and vomiting. He had one chill, and 
ten hours before admission was taken to an- 
other hospital, where the temperature was 
recorded between 104 and 106 F. The admin- 
istration of penicillin in an unknown amount 
was begun, but two hours after admission 
he rapidly went into coma, and a generalized 
hemorrhagic rash appeared. He was then 
transferred to the North Carolina Baptist 
Hospital. 

On the day preceding the patient’s admis- 
sion a young woman whose home adjoined 
the patient’s died twenty-four hours after 
being stricken with a similar illness. 

Physical examination: The temperature 
was 101 F. (rectal), pulse 70, respiration 
28, blood pressure 40 systolic, 30 diastolic. 
The patient was well developed and well 
nourished, but was deeply comatose and 
could not be aroused with painful stimuli. 
The extremities were cold but not damp; the 
patient did not seem dehydrated, and no 
edema was present. Over the entire body 
there was a hemorrhagic rash which varied 
in size, did not blanch on pressure, and was 
not elevated. The inflation of a blood pres- 
sure cuff around the arm markedly increased 
the number of hemorrhages appearing in 
the skin of the extremity distal to the point 
of application. The fingers, toes, lips, and 
ears were deeply cyanotic. The pulse was 
slow and of very small volume, and the 
radial artery could be felt with difficulty; 
the blood pressure was very difficult to ob- 
tain. The veins were collapsed, so that it 
was difficult to do a venal puncture. The 


neck was stiff. The eyegrounds could not be | 


seen. The pharynx was moderately hyper- 
emic. The lungs were resonant to percus- 
sion, and a few moist rales were heard scat- 
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tered throughout both lung fields. The heart 
did not seem enlarged to percussion. The 
heart sounds were muffled and distant, but 
no gallop rhythm was present, and no mur- 
murs were heard. The abdomen was flat; 
the liver edge extended two fingers’ breadth 
below the costal margin, and the spleen was 
barely palpable. The tendon reflexes could 
not be elicited. 

Accessory clinical findings: The hemo- 
globin was 11.5 Gm., the white blood cell 
count 12,750, with 72 per cent segmented 
and 12 per cent non-segmented neutrophils, 
2 per cent eosinophils, 10 per cent lympho- 
cytes, and 4 per cent monocytes. No urine 
was ever obtained. Skin lesions were aspir- 
ated, but no organisms were seen on stain 
or grown on culture. The cerebrospinal fluid 
was clear, under no increased pressure, and 
was sterile on culture. A blood culture was 
taken and was reported positive for menin- 
gococci several days after the patient’s 
death. 

Course in hospital: As soon as the blood 
culture was obtained, 40,000 units of penicil- 
lin was given intravenously, and the same 
dose was continued each hour. The patient 
was immediately placed in an oxygen tent 
with a flow of six liters per minute, but the 
cyanosis persisted unchanged. He received 
500 cc. of plasma and 500 cc. of normal 
saline soon after admission, without an ap- 
preciable change in his condition. Fifty dog 
units of an aqueous solution of adrenal cor- 
tical extract was administered intramuscu- 
larly without effect. The administration of 
more plasma was started; after 150 cc. had 
been given with little rise in blood pressure, 
500 dog units of adrenal cortical extract was 
administered slowly into the vein with a 
syringe. After 100 units had been injected, 
a dramatic change in the patient’s condition 
occurred. In the space of a few seconds he 
roused and complained of the cold air in the 
oxygen tent. The blood pressure rose to 70 
systolic, 50 diastolic, the pulse rate increased 
to 80, and the heart sounds became more 
clearly audible. The neck veins filled to an 
average extent, and the patient responded 
to questions throughout the night; he com- 
plained only of aching in the legs. No fur- 
ther saline or plasma was given for the next 
five hours, but adrenal cortical extract was 
continued, 100 units intravenously each 
hour. Six hours after the completion of the 
last infusion of saline the cyanosis deepened 
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and was not relieved by increasing the oxy- 
gen flow; the respirations became labored, 
blood-tinged sputum was raised, and numer- 
ous rales appeared throughout both lung 
fields. The blood pressure began to drop, a 
gallop rhythm appeared, and the veins be- 
came engorged. Rapid digitalization was be- 
gun parenterally, but the respirations ceased 
and the heart stopped. 


Discussion 


Dr. GEORGE T. HARRELL: In summary, this 
is the story of a fulminating illness occur- 
ring in a previously healthy man, and re- 
sulting in death after a total course of 
twenty-seven hours. These facts point to a 
septicemia with an extremely virulent or- 
ganism. Epidemiologically it is interesting 
that the infection occurred during war time, 
in the late winter, and appears to have been 
respiratory-borne. That it was epidemic in 
character is suggested by the history of a 
similar illness in the patient’s neighbor. The 
hemorrhagic rash and rigidity of the neck 
indicate that the organism was a meningo- 
coccus. This organism invades the blood 
stream from the nasopharynx, settles out in 
the meninges, and produces meningitis sec- 
ondary to the septicemia. 

The fascinating part of this case is the 
alterations in the circulation under the influ- 
ence of an acute infection. Laennec first 
noticed faint heart sounds occurring in pa- 
tients with severe infections. The initial 
disturbance at the time of admission was 
severe peripheral circulatory collapse, which 
can be reproduced in experimental animals 
by the injection of bacterial filtrates or tox- 
ins. The therapy with plasma was properly 
designed to correct peripheral circulatory 
failure (medical shock). The severity of the 
collapse and the lack of response to sup- 
portive measures indicate the presence of 
some factor other than simple peripheral 
circulatory failure from toxemia of the in- 
fection. In the course of fulminating menin- 
gococcemia, hemorrhage frequently occurs 
into the adrenal glands and gives rise to 
acute cortical insufficiency —the Water- 
house-Friderichsen syndrome"). The present 
case offers a brilliant example of the differ- 
entiation between toxemia and adrenal in- 
sufficiency as the cause of peripheral circu- 
latory collapse, since the response to replace- 
1. Wright, G. O., and Reppert, L. B.: Fulminating Menin- 


gococcemia with Vascular Collapse (Waterhouse-Friderich- 
sen Syndrome), Arch. Int. Med. 77:143-150 (Feb.) 1946. 
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ment therapy with adrenal cortical hormone 
was dramatic. 

The differentiation must be made on the 
basis of clinical observation; no laboratory 
findings would be helpful, since alterations 
in the blood chemical values for sodium, po- 
tassium, chloride, and glucose do not occur 
until the hormone deficiency has been pres- 
ent longer. In Addison’s disease, the chronic 
deficiency in the cortical hormone allows 
the excretion of excessive water and _ salt 
which would normally be reabsorbed by the 
kidney tubules. In the case under discussion, 
urine secretion stopped when the peripheral 
collapse lowered the blood pressure below 
that necessary for adequate filtration; no 
dehydration or chemical changes in the 
blood could occur. 

Ninety per cent of the cases of acute ad- 
renal cortical insufficiency resulting from 
hemorrhage in the course of an acute infec- 
tion occur before the age of 9 years; the age 
of the patient in the present case is unusual. 

Therapy in cases of fulminating meningo- 
coccemia, when hemorrhage into the adrena] 
gland is suspected, should include: (1) 
chemotherapy to prevent multiplication of 
the organisms; (2) immune therapy to re- 
duce the toxic effect of the organism; (3) 
replacement therapy to relieve the acute de- 
ficiency of adrenal cortical hormone. The 
chemotherapeutic agent of choice would be 
penicillin rather than a sulfonamide, since 
penicillin has fewer toxic manifestations; a 
sulfonamide drug might further injure a 
partially damaged adrenal cortex. Immune 
therapy should consist of antiserum or anti- 
toxin, and might have proved helpful if ad- 
ministered early in the present case. For 
adrenal cortical replacement therapy the 
aqueous solution should be used rather than 
desoxycorticosterone acetate, since the latter 
is not the true hormone. When adrenal cor- 
tical extract is administered, adequate doses 
must be given, as is shown by the failure of 
the patient to respond to 50 dog units and 
the dramatic response to 500 units. 


The terminal event was central circula- 
tory failure; gallop rhythm, venous engorge- 
ment, rales in the lungs, and blood-tinged 
frothy sputum are signs of myocardial fail- 
ure. It is extremely important that centra: 
circulatory failure be differentiated from 
peripheral circulatory failure, since the ther- 
apy of the two conditions is diametricaliy 
opposed and the treatment for one may be 
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harmful if the patient suffers from the 
other. Careful observation of patients with 
meningococcemia has revealed a high inci- 
dence of “toxic” myocarditis with focal 
areas of degeneration’. This condition can 
be detected during life by clinical means, 
confirmed by the electrocardiogram, and 
proved by pathologic techniques after death. 
In other types of acute myocarditis occur- 
ring in the course of infections, such as 
rheumatic myocarditis, digitalis is said to be 
contraindicated. The presence of congestive 
failure, however, is adequate indication for 
the administration of the drug. 

Did the administration of such large doses 
of adrenal cortical hormone do harm? The 
blood volume must have decreased with the 
peripheral circulatory collapse, and appar- 
ently was not restored by the administration 
of theoretically adequate amounts of plas- 
ma. Adrenal cortical hormone may have an 
effect on capillary tone and tend to increase 
the circulating blood volume by mobilizing 
pooled capillary blood, even though addition- 
al fluid is not administered. It may be that 
fluid mobilized from the interstitial spaces 
by the osmotic attraction of plasma in- 
creased the circulating blood volume suffi- 
ciently to overload the myocardium and 
cause dilatation and failure. Fluid was avail- 
able, for the patient was not dehydrated. 
Digitalis should perhaps have been adminis- 
tered preventively hours earlier to protect 
the myocardium from such a strain. 


Dr. Harrell’s Diagnoses 

1. Acute pharyngitis. 

2. Meningococcemia with purpura and 
hemorrhage into the adrenals, resulting in 
bilateral destruction of the cortex (Water- 
house-Friderichen syndrome). 

3. Peripheral circulatory collapse result- 
ing in chronic anoxia. 

4. Central circulatory failure due _ to 
“toxie” focal myocarditis with acute pulmo- 
nary edema. 

Dr. ROBERT B. LAWSON: In view of the 
fact that animals will live several days after 
complete extirpation of both adrenal glands, 
how can you justify the administration of 
cortical hormone? 

Dr. HARRELL: Infection increases meta- 
bolic processes and telescopes into the space 
of hours developments which would normal- 
ly require days. I believe that the confusion 


2. Holman, D. V., and Angevine, D. M.: Meningococcus 
Myocarditis, Am. J. M. Se. 211:129-187 (Feb.) 1946. 
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in the literature over the variable response 
of patients with the Waterhouse-Friderich- 
sen syndrome to hormone therapy has arisen 
through failure to differentiate correctly 
simple peripheral circulatory collapse from 
that further complicated by adrenal cortical 
hemorrhage. 

Dr. J. M. LITTLE (Pharmacologist) : The 
one indication for the use of digitalis or its 
derivatives is myocardial failure, and the 
only contraindication is the absence of myo- 
cardial failure. However, little benefit from 
digitalization could be expected in this pa- 
tient, since the myocardial failure was prob- 
ably due to the toxemia of the primary dis- 
ease. In such cases digitalization must be 
carried out cautiously, because the myocard- 
ium is considerably more susceptible to toxic 
manifestations of the drug. In this case 
there is the further complication of myo- 
cardial anoxia, which increases the irrita- 
bility of the heart and renders it more sus- 
ceptible to the toxic effects of digitalis and 
its derivatives. Therefore, digitalization 
probably helped the situation very little and 
may have contributed to the myocardial 
failure. 

If digitalization had been carried out 
earlier, in anticipation of myocardial fail- 
ure, it probably would have decreased the 
cardiac output and enhanced the peripheral 
circulatory failure. 

The use of cortical extract in large quan- 
tities, with or without desoxycorticosterone, 
was probably indicated here. We know that 
patients with Addison’s disease who are well 
controlled with desoxycorticosterone may go 
into peripheral circulatory failure and ex- 
pire within a few hours. This fact indi- 
cates that some factor elaborated by the ad- 
renal cortex, other than desoxycorticoster- 
one, affects the peripheral circulation. 


Anatomic Discussion 


Dr. W. C. THOMAS: The significant post- 
mortem findings in this case were found in 
widely scattered areas. The skin showed a 
large number of petechial lesions, as de- 
scribed in the clinical report. The lepto- 
meninges were infiltrated by a moderate 
number of polymorphonuclear leukocytes. 
There were polymorphonuclear cells infil- 
trating the interstitial tissue of the myo- 
cardium. The adrenal glands were enlarged, 
and dark purple-red in color throughout the 
cut surface. Microscopic study revealed that 
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practically all of the adrenal tissue was re- 
placed by old and recent extravasations of 
red blood cells. There was no inflammatory 
reaction to the presence of the blood in the 
tissue. Both lungs were markedly congested, 
and pulmonary edema was present. 


Anatomic Diagnoses 
Meningococcemia with acute leptomenin- 
gitis and acute myocarditis. 
Hemorrhage into the adrenal glands, bi- 
lateral 
Pulmonary congestion and edema 


MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


HOSPITALS: Private hospitals have a 
right to exclude licensed physicians 
from use of the hospital, such exclu- 
sion resting upon the sound discre- 
tion of the managing authorities. 


This is a case in which a surgeon, having 
been denied the use of the operating facili- 
ties in a hospital, secured a temporary in- 
junction to restrain the authorities of the 
hospital from interfering with his practice. 
When the facts were introduced in the lower 
court the restraining order was dissolved, 
the court holding that the managing author- 
ities had a right to exclude the surgeon. 
From this order the plaintiff physician ap- 
pealed to the court of appeals. 

It should be mentioned in this connection 
that the exclusion was not based upon un- 
ethical conduct, and it was not alleged by 
the hospital that the doctor was unskilled or 
lacking in experience. It was the contention 
of the authorities that the plaintiff was un- 
desirable because he was not endorsed by 
the American College of Surgeons. The hos- 
pital’s action was taken in order to reach 
or maintain an accredited status. 

The surgeon introduced facts showing 
that the hospital was supported in part by 
public funds, coming from certain county 
and municipal bodies to defray expenses in- 
cident to the care of indigent patients. He 
therefore felt that the hospital was public in 
nature and that the managing authorities 
were without power to prevent him from 
using the hospital and its facilities. 

When this case came to be heard by the 
higher court, it was the opinion of this tri- 
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bunal that under the circumstances the sur- 
geon had no vested right to use the facilities 
which were denied him by the hospital. The 
court cited several cases in support of the 
judgment rendered, and in addition gave 
the following statement: ‘A hospital which 
in greater part is maintained by fees paid 
by patients able to pay but which also re- 
ceives payment from the county and city for 
services rendered indigent patients, is a pri- 
vate corporation.” The exclusion of the doc- 
tor was therefore in the sound discretion of 
the managing authorities, who were not di- 
rected or controlled by the state or any po- 
litical subdivision. A public hospital is op- 
erated and controlled by such agencies as 
cited above. 

The judgment of the court below was af- 
firmed, and the surgeon was held to have 
no vested rights in a private hospital such 
as the one in question. 

(V. 158 S. W. Reporter, p. 159, 
series, Kentucky Court of Appeals) 


second 


Crude Drugs Imports Set at $33,000,000 


Imports of botanical drugs in 1945 were valued 
at $33 million, according to the August issue of 
the Office of Pharmacal Information Bulletin. 

Crude drug entries this year “are leading 1945 
imports two to one,” the publication said, predict- 
ing that “new import records” will be established 
in 1946. “As world trade shakes free of wartime 
barriers, all 300 of the natural drugs, spices and 
gums on which American packaged medicines and 
pharmaceuticals depend are expected to become 
available by 1947,” the Bulletin said, explaining 
that “all the world contributes to the family medi- 
cine chest.” 

Despite this sharp upward trend, the publication 
showed that only eleven of twenty key herbs are 
now arriving in pre-war volume, and listed Sumatra 
benzoin, European colchicum seed and Chinese Ma 
Huang among the medicinal plants still in short 
supply as a result of the war. 


Medical Bible 


When the 13th revision of the United States 
Pharmacopeia is published next December, the 
names of common household preparations, ingre- 
dients used in home medicines and a number of 
trademarked compounds will be sprinkled through 
its listings of official drugs. 

USP XIII becomes official on April 1, 1947, when 
it will succeed the current 12th revision as “revre- 
sentative of the best medical thought of the day.” 
It will be the first Pharmacopoeia in which English 
titles take precedence over Latin names. 

Revised periodically by a committee of physicians 
and pharmacists, the U. S. Pharmacopoeia was first 
published on December 15, 1820. The world’s second 
oldest national pharmacopoeia, it was adopted as 
standard for this country by the U. S. Food and 
Drug Act of 1906 and ever since has been the 
authoritative guide for the medical and pharma- 
ceutical professions. 
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TUBERCULOSIS ABSTRACTS 
A Review for Physicians 


ISSUED MONTHLY BY THE NATIONAL TUBERCULOSIS ASSOCIATION 


VoL. XIX 


OCTOBER, 1946 No. 10 


RAVEL by air has become so commonplace that it is easy to overlook the fact that 
the altitude to which commercial planes ascend constitutes a risk to individuals whose 


pulmonary tuberculosis is under treatment by means of pneumothorax. The recent report* 
of the death, during flight, of a patient under treatment by pneumothorax, sharply em- 


phasizes this hazard. 


EFFECT OF ALTITUDE ON CASES OF PNEUMOTHORAX 


One of the most useful forms of treatment 
for cases of pulmonary tuberculosis is arti- 
ficial pneumothorax. Since a great number 
of people having an artificial pneumothorax 
wish to fly by air in the course of business 
it is very important that a correct under- 
standing of what happens in the pneumo- 
thorax, at varying altitudes, be thoroughly 
appreciated. 

Boyle’s law states that, if the temperature 
remains constant, the volume occupied by a 
given quantity of gas varies inversely as 
the absolute pressure exerted upon it or, 
conversely, if the gas cannot expand, the 
differences of pressure correspondingly in- 
crease. The law covers the behaviour of gas 
in a thoracic cavity as in pneumothorax, 
during ascent and descent in an airplane. 

During the war, experiments were car- 
ried out in a specially constructed chamber 
in which it was possible to reproduce exact- 
ly the same air pressure as at varying alti- 
tudes. An X-ray and fluoroscope were fitted 
in the chamber and the effect of ascent from 
ground level to any height desired was 
watched in each case. The patient was first 
X-rayed at ground level, then X-rayed and 
screened every 1,000 feet until he had 
reached a height beyond which it would not 
be advisable to proceed lest the pneumo- 
thorax were pushed beyond a safe collapse. 

Various factors alter the height to which 
it is safe to go. In a case without adhesions 
and with a fixed mediastinum, with the col- 
lapse necessary to prevent the disease being 
active, greater heights will be possible if the 
lung is allowed almost to re-expand before 


*Dowd, K. E., Aviation Medicine, October, 1945. 


the flight. The value of going to these 
heights, however, will be outweighed by the 
damage done to the intra-pulmonary lesion 
by allowing too much re-expansion of the 
lung. 


A gradual collapse of the lung will occur 
as the altitude increases which the patient 
will notice at about 6,000 feet. At 8,000 feet, 
he will probably feel very tight in the chest 
and will be breathless on slight exertion. 
The limit beyond which it is not safe to 
proceed is generally 9,000 feet in these cases. 
Those with a mobile mediastinum can pro- 
ceed to about 11,000 feet if the opposite 
lung is allowed to become compressed, but 
this is not to be recommended. 

Cases with adhesions should never go 
above 6,000 feet. Two cases with apical ad- 
hesions were able to proceed to 9,000 feet al- 
though they complained of feeling very dys- 
pnoeic and tight in the chest. Both, at a 
later date, developed fluid which necessitated 
a thoracoplasty being performed. The same 
facts held good in pneumothoraces in which 
part of a lobe, or a whole lobe, was adherent 
to the chest wall. When these cases are at 
an altitude of about 8,000 feet the pulse rate 
is considerably increased and the vital ca- 
pacity greatly reduced. In addition, there is 
dyspnoea and tight feeling in the chest. The 
drop in vital capacity is more in cases of 
mobile mediastinum than in fixed mediasti- 
num, or cases with adhesions. In the experi- 
ments mentioned, where there was a mobile 
mediastinum the vital capacity at ground 
level was 2,550, and fell to 1,600 at 8,000 
feet where one with fixed mediastinum only 
fell from 3,000 to 2,500. 
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The Jength of time it is possible to remain 
at the highest altitude to which it is safe to 
go is important. If it is necessary to fly at 
this higher altitude for any time over ten 
minutes, then at other times during the 
flight 6,000 feet should not be exceeded. 

Cases of pulmonary tuberculosis who have 
had other forms of treatment, such as 
phrenic crush or thoracoplasty, can, of 
course, fly to much greater altitudes without 
ill effects. One case of thoracoplasty, in an 
R.A.F. pilot, was taken to 30,000 feet with- 
out ill effects. Those who have had no treat- 
ment other than sanatorium routine, can 
fly to the same height as a normal individ- 
ual without harm to their pulmonary lesions. 
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Pleural effusion cases clearly should not 
fly during the active phase when fluid is 
present, but once the case has been arrested 
and the fluid absorbed, they can fly just as 
any normal person. 

No harm should befall cases of pneumo- 
thorax if they do not fly above 6,000 feet as 
a rule, nor above 9,000 feet in a shorter 
emergency not exceeding ten minutes. 

In days to come, when pressure cabins are 
a general rule in airplanes, pneumothorax 
cases should be able to fly at any altitude to 
all parts of the world. 

Effects of Altitude on Cases of Pneumo- 
thorax, Geoffrey S. Todd, NAPT Bulletin, 
April, 1946. 


EFFECT OF ALTITUDE ON ABNORMAL ACCUMULATIONS 
‘OF AIR IN THE CHEST 


A patient with uncomplicated pneumo- 
thorax carrying 1,000 ee of intrapleural air 
at sea level will have the equivalent of 1,270 
ce at 6,000 feet, 1,490 ce at 10,000 feet and 
2,120 ee at 18,000 feet. We believe air travel 
for patients with pneumothorax should be 
restricted to those who would have no res- 
piratory or circulatory distress and no phy- 
sical discomfort if the abnormally accumu- 
lated air in the chest were increased by 100 
per cent. An increase of 50 per cent would 


be permissible if the patient did not have to 
fly above 10,000 feet. Adequate amounts of 
air should be removed prior to flight if dan- 
gerous increase in pulmonary collapse is ex- 
pected at higher altitudes. The patient 
should breathe pure oxygen by mask if there 
is any possibility of hypoxia. 

Effect of Altitude on Abnormal Accumu- 
lations of Air in the Chest, Ezra Bridge and 
Ezra Bridge, The American Review of Tu- 
berculosis, June, 1945. 


DANGERS OF AERIAL TRANSPORTATION TO PERSONS 
WITH PNEUMOTHORAX 


Evidence accumulated seems adequate to 
justify warning all patients with pneumo- 
thorax to avoid transportation by airplane 
unless they can be assured that no altitude 
will be attained beyond that which they have 
previously tolerated without discomfort. 
Even under the latter condition it is possible 
that some harm might be done to unstable 
tuberculous lesions by the rather large de- 


grees of alternate expansion and collapse 
which may be occurring repeatedly during a 
flight, especially when there are frequent 
landings. 

Dangers of Aerial Transportation to Per- 
sons with Pneumothorax, W. Randolph 
Lovelace II, M.D. and H. Corwin Hinshaw, 
M.D., Journal of the American Medical As- 
sociation, April 11, 1942. 


Closing Date May 15, 1947 


The $34,000 prize contest for physicians’ art work 
on the subject of “Courage and Devotion Beyond 
the Call of Duty” will be judged at the Atlantic 
City Centennial Session of the A.M.A. at Atlantic 
City June 9-13, 1947. 

Art works on other subjects may also be sub- 
mitted for the regular cups and medals. 

For full information, write Dr. F. H. Redewill, 
Secretary, American Physicians Art Association, 
Flood Building, San Francisco, Calif., or to the 
sponsor, Mead Johnson & Company, Evansville 21, 
Ind., U.S.A. 


Schering Enters Penicillin Field 


Schering Corporation of Bloomfield and Union, 
New Jersey, pioneer manufacturer of pure hormone 
and other pharmaceutical products, enters the pen- 
icillin field with the introduction of special oral tab- 
lets of penicillin calcium. These Schering com- 
pressed tablets contain 25,000 units of penicillin 
calcium, buffered with 0.3 gm. of trisodium citrate. 
Their potency is protected by individual hermetic 
sealing in heavy aluminum foil. This safety protec- 
tion enables the patient to carry his daily dose with 
him without loss of potency of the tablets. 
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THE USE OF POSTERIOR PITUITARY 
EXTRACT IN THE FIRST AND SECOND 
STAGES OF LABOR 


In 1906 Dale’ found that an extract of 
the posterior lobe of the pituitary gland had 
a remarkable effect in stimulating contrac- 
tion of the isolated uterus. The import of 
this discovery was realized quickly, and 
Blair Bell”) in 1909 found that the substance 
had a similar effect on the human uterus 
during labor. Soon the extract was used 
widely by the medical profession to hasten 
the conduct of labor. It was hoped, because 
it was derived from a natural source, that 
it would be free of the dangers which were 
known to exist with the use of ergot during 
labor. The frequency of disaster to mother 
and child, when ergot was used, had caused 
Hosack (1822) to say: “The ergot has 
been called pulvis ad partum; as regards the 
child, it may, with almost equal truth, be 
denominated the pulvis ad mortem.” 

The dangers associated with the use of 
posterior pituitary extract in obstetrics have 
been discussed so often that further discus- 
sion of them hardly seems worth while. The 
slogan, “Throw away your forceps and use 
pituitrin,’ has long disappeared from the 
advertisements in our medical journals. In 
spite of numerous articles and extensive 
teaching on this subject, innumerable obstet- 
ric tragedies result from the abuse of this 
extremely potent oxytocic drug. Its misuse 
was so widespread that a symposium on the 
subject was held before the Section on Ob- 
stetrics and Gynecology of the American 
Medical Association in 1940. At this meet- 
ing Dr. Jcseph B. DeLee’ stated: “I have 
observed quite a number of their results, ex- 
perienced many abnormally rapid labors, 
and learned that a stream-lined labor can be 
as safe as a stream-lined parachute.’ The 
Ivan Procter, M.D. 


R. A. Ross, M.D. 
R. A. White, M.D. 


*J. Street Brewer, M.D. 
G. M. Cooper, M.D. 
E. W. Franklin, M.D. 


J.S. Hunt, M.D. Frank R. Lock, M.D., 
T. L. Lee, M.D. Chairman 

1. Dale, H. H.: On Some Physiological Actions of Ergot, 
J. Physiol. 84:163-206 (May) 1906. 

2. Bell, W. B.: The Pituitary Body and the Therapeutic 
Value of the Infundibular Extract in Shock, Uterine 
Atony, and Intestinal Paresis, British M. J. 2:1609-1613, 


1909, 

3. Hosack, quoted by Barger, C.: Ergot and Ergotism, Lon- 
don, Gurney and Jackson, 1931. 

4. DeLee, J. B.: The Use of Solution of Posterior Pituitary 
in Modern Obstetrics, J.A.M.A,. 115:1820-1326 (Oct. 9) 
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common use of this drug in the last decade 
led to an increasing demand for a “‘stream- 
lined labor,’’ comparable to the demands for 
a painless labor which are so prevalent to- 
day. DeLee condemned the use of the modi- 
fied materials (thymophysin, pituthymin, 
thytuitary), which, he pointed out, represent 
simply “diluted solution of posterior pitui- 
tary or the drug in another guise.” 

The need for a safe oxytocic material for 
use in obstetrics has been fully appreciated 
and has led to the appearance of numerous 
articles on this subject. Dieckmann’ de- 
scribed the use of “pit-sulfonate,’”’ and Pat- 
ton and Mussey“ the use of intravenous cal- 
cium gluconate in the search for an answer 
to this problem. 

A few articles have appeared which out- 
line the criteria for the intelligent use of 
posterior pituitary extract, and stress the 
need for utmost caution. 

The variation in the response of the uter- 
us to pituitary substances is due to a num- 
ber of factors, which include irritability of 
the uterus, the rapidity with which the ma- 
terial is absorbed from the tissues after in- 
jection, parity of the patient, the duration 
of pregnancy, the amount of distention of 
the uterine wall, and many others which are 
intangible. It is impossible for any person 
to judge the degree of response which may 
be expected to a given amount of this oxy- 
tocic; tetanic contraction of the uterus, with 
death of the fetus, may occur from the in- 
jection of less than 12 minim. The great dan- 
ger of an unusual reaction is amply illus- 
trated by the report of uterine rupture fol- 
lowing a 2-minim dose. 

The dangers to the baby from the physi- 
cal effects of uterine contraction are not 
fully appreciated. In normal labor the baby 
is exposed to increased pressure from all 
sides. The child’s head receives the brunt of 
uterine pressure, as is evident from the 
caput succedaneum, and from the minute 
hemorrhages which occur in the scalp and 
often in the dura and brain. 

As long as the bag of waters is intact, the 
pressure is equalized in all directions, and 
the pressure on the fetal head is only slight- 
ly increased. However, the flow of blood 
through the utero-placental sinuses is slowed 


5. Dieckmann, W. J. and Kharasch, M. S.: Solution of Pos- 


terior Pituitary Sulfonate (Pit-Sulfonate) in Labor, Am. 
J. Obst. and Gynec. 44:820-8382 (Nov.) 1942. 

6. Patton, G. D. and Mussey, R. D.: Value of Calcium in 
Labor and in Uterine Inertia, Am. J. Obst. and Gynec. 
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or stopped, and when abnormally violent and 
prolonged uterine contractions occur, slow- 
ing and at times irregularity of the fetal 
heart result from oxygen-want. 

The molding of the head which must occur 
to some degree in all cases is only safe when 
it takes place slowly, permitting gradual 
adjustment of the involved tissues, Contra- 
coup injuries resulting from a sudden re- 
lease of the pressure following rapid deliv- 
ery are thought by many to be the common- 
est cause for the “spastic child.” 

A tuberculin syringe should always be 
used for the administration of obstetric 
pituitrin or pitocin solution, so that abso- 
lutely accurate measurement of the dose is 
possible. The first injection should never 
exceed 14 minim, and if further injections 
are indicated the dose may be increased by 
14 minim with each injection if little or no 
response is noted. The interval between in- 
jections should always be thirty minutes or 
more, because of the danger of a cumulative 
effect. A dose of 3 minims is very hazard- 
ous, and a 1-minim maximum dose is urged 
when conditions are present which require 
or indicate the use of the drug. Ether should 
be available and ready for inhalation to re- 
lieve uterine tetany if it occurs. 

Conditions which should be met prior to 
the administration of pituitary extract in 
labor are as follows: 

1. True labor must be definitely present, 
but the uterine contractions must be much 
less than average in strength and frequency. 

2. A clear-cut diagnosis of uterine inertia 
should be readily made. Eastman’ has used 
the index that the uterus can be readily 
dented with one-finger palpation at the 
height of a pain. 

3. There must not be any mechanical ob- 
struction to easy delivery. Multiparity does 
net assure adequate pelvic space, but on the 
contrary is frequently associated with ab- 
normalities of presentation and position. An 
absolute diagnosis of position and presenta- 
tion must always precede the use of pos- 
terior pituitary solution to stimulate uterine 
contractions. The presenting head should 
be engaged, and breech presentation contra- 
indicates the use of the drug. 

4. The membranes should preferably be 
intact, since the force of intense uterine con- 
traction is transmitted directly to the fetal 
head after rupture of the membranes. If the 
membranes are ruptured, the cervix must be 
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fully dilated and the head on the perineum 
before the injection is made. 

5. Five or more centimeters’ dilatation of 
the cervix, with adequate effacement, must 
be present. 

6. The condition of the baby must be good, 
as evidenced by a steady heart beat and the 
absence of meconium in the amniotic fluid 
or other evidence of fetal distress. 


7. The obstetrician must stay in constant 
attendance to give an anesthetic agent to 
inhibit uterine contractions if they should 
become alarmingly severe, or unusually pro- 
longed. Prolonged, intense uterine contrac- 
tions may cause death of the fetus from 
anoxia, or irreparable cerebral damage, 
even though gross evidence of damage is not 
present immediately following delivery. 


The outstanding contraindication to the 
use of pituitary extract is a normally con- 
tracting uterus. It is highly dangerous to 
use the drug under those circumstances, and 
hastening labor forfeits the normal margin 
of safety to the mother and child. Placenta 
praevia is an absolute contraindication to 
the use of the extract, because the weakened 
lower uterine segment is extremely prone 
to rupture. The administration of the drug 
in the presence of uterine inertia secondary 
to an abnormal presentation, an abnormally 
large baby, hydramnios, or twins can only 
be considered as courting disaster. 

Posterior pituitary extract may be used 
safely in the second stage of labor only when 
the presenting head is in normal position 
and on the perineum, and the cervix dilated 
so that only a few expulsive contractions of 
sufficient strength are required to complete 
delivery. If the contractions are already 
strong and forceful, posterior pituitary ex- 
tract is not indicated. Posterior pituitary 
extract is one of the most potent and dan- 
gerous drugs used in medicine. Only those 
who remember this fact and are afraid of 
the drug will use it safely. 


Lederle Laboratories 


Lederle Laboratories, Inc., which for more than 
sixteen years has been operated as a wholly owned 
subsidiary of American Cyanamid Company, an- 
nounces that as from September 1, 1946 it will be 
known as Lederle Laboratories Division, American 
Cyanamid Company. The name “Lederle” will be 
preserved, and the change will in no way affect the 
relationship with the medical profession which 
Lederle has so long been privileged to enjoy. 
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CORRESPONDENCE 


Sept. 26, 1946. 
Dr. Roscoe McMillan 
Red Springs, N. C. 
Dear Doctor McMillan: 

As a follow-up to our conversation in 
Raleigh on Sunday, September 22, 1946, I 
want to make it clear just why I voted 
against the resolution requesting the 1947 
legislature to appropriate certain funds for 
the proposed North Carolina Medical Care 
Program. 

My vote would have been in the affirma- 
tive had this resolution not carried the in- 
ference that the school would be located at 
Chapel Hill. Since the school is considered 
an integral part of the medical care pro- 
gram and since the so-called National Com- 
mittee has recommended Chapel Hill as the 
preferable site for the medical school, I had 
no choice but to dissent my vote. 

With the exception of this seemingly in- 
separable part of the bill, I have always 
been strongly in favor of the entire proposed 
medical program, and I still am if the school 
is to be located in an adequately large center 
of population. My active support was clear- 
ly evidenced by the fact that I accepted an 
appointment by the Mecklenburg County 
Medical Society as Chairman of a committee 
to endeavor to have Charlotte selected as the 
site for the proposed medical school. This 
committee, composed of Doctors Henry 
Sloan, Paul Kimmelstiel, and Monroe Gil- 
mour, in conjunction with the Charlotte 
Chamber of Commerce presented its reasons 
for locating the medical school in Charlotte 
at the last State Medical Society meeting in 
Pinehurst. 

Inasmuch as my opinion is in accordance 
with the resolution passed by the Mecklen- 
burg County Medical Society on April 18, 
1946, I would appreciate your submitting 
this letter to our NORTH CAROLINA MEDICAL 
JOURNAL for publication. 

Yours very truly, 
Elias S. Faison, M.D. 


Murray Breese, president of Murray Breese Asso- 
ciates, Inc., the oldest ethical drug and food adver- 
tising agency, announces that the corporate name 
of the firm has been changed to Breese, Enloe & 
Elliott-Smith, Inc. 

Principals in the agency are Murray Breese, Cor- 
tez F. Enloe, Jr., M.D. and Paul Elliott-Smith. 

This agency is nationally known as consultants to 
the drug, chemical and allied industries in research, 
marketing and advertising. 
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PRESIDENT’S MESSAGE 


STATES’ RIGHTS IN MEDICAL CARE 

During several months of this year hear- 
ings were held in Washington on Senate 
Bill 1606, otherwise known as the Wagner- 
Murray-Dingell Bill. The most important 
feature of this bill was compulsory health 
insurance for all social security beneficiaries 
in the United States. Its provisions would 
have affected millions of people and involved 
the expenditure of billions of dollars—a fact 
of supreme economic, political, and social 
importance. A condensation of this bill has 
been published in the NORTH CAROLINA 
MEDICAL JOURNAL"), 

In the opinion of sincere medical states- 
men, the Wagner-Murray-Dingell Bill is ex- 
ceedingly loose and careless in its economic 
provisions, dangerous in its political impli- 
cations, and demoralizing in its social and 
individual effects. 

Title Two of the bill proposes to tax all 
workers an amount sufficient to furnish 
them complete hospital, medical, surgical, 
dental, nursing, and specialist care, both 
within hospitals and at home. The amount 
of money that would be needed for such a 
program has been variously estimated at 
figures from four billion to ten billion dol- 
lars annually. While the project is labeled 
“compulsory health insurance,” the term 
“insurance” as here used is a misnomer. The 
bill concerns itself in no way with actuarial 
data designed to spread the risks of sickness. 
It covers all these intricate matters with a 
provision astounding in its arrogance: ‘Tax 
the public sufficiently to pay what it costs.” 

The bill is even more astounding in its ad- 
ministrative provisions. Cutting across the 
freedom and responsibility of state, com- 
munity, and individual, it places entire con- 
trol in the hands of one government bureau, 
the United States Public Health Service. 
Granting this bureau unlimited power to tax, 
the bill also gives it unlimited authority to 
administer funds and control its staff and 
patients. 

This proposed legislation would take away 
from the states their right and responsibil- 
ity in caring for the health needs of their 
citizens. Even though two Supreme Court 
decisions in past years have declared health 
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Carolina M. J. 7:327 (July) 1946, 


4 
| 570 
j 
| 
£ 


October, 1946 


matters to be within the jurisdiction of the 
states, the proponents of compulsory health 
insurance hope to secure a favorable deci- 
sion from a more liberal court if the bill can 
be submitted to a test in the near future. 
They rely on every man’s desire for social 
security. What they are really doing, by 
clear intent or by confused thinking, is to 
attempt to foist on this country a colossal 
government project of federalized, political 
medicine. The United States Public Health 
Service is made responsible by the bill to no 
group except Congress for efficient and eco- 
nomical use of the tremendous power it has 
been given. 

In addition to invading the jurisdiction 
of the states, the Wagner-Murray-Dingell 
Bill would destroy community responsibility 
for the sick by destroying community free- 
dom of action in caring for the sick. It is 
an old, well-founded, and laudable tradition 
in this country that sickness in a family or 
in a neighborhood is a responsibility first of 
the family and second of the neighborhood. 
Is it to become old-fashioned for families 
and neighbors to display interest and sym- 
pathy concerning illness in their midst? 
Are we willing to say to the federal govern- 
ment: “We wish to pay you a tax, for which 
we will expect you to furnish to our babies, 
our wives, our friends and neighbors com- 
plete medical care. Send us doctors and 
nurses you employ; enter us in hospitals you 
approve. Henceforth we relinquish to fed- 
eral employees all our rights in caring for 
our sick’? 

There are innumerable objections to this 
type of national or federalized medicine: 
the certainty of political interference with 
professional care; the certainty of political 
patronage in setting up so large a bureau 
of lay personnel; the certainty of immense, 
politically manipulated expense. The most 
dangerous feature of the regimented, fed- 
eral control provided under this bill, how- 
ever, is the individual’s surrendering to the 
government his responsibility for the health 
of himself and his family. 

We have heard so much about social se- 
curity and we favor so many of the recent 
advances in this field that we may overstep 
the bounds of reason in a sincere desire to 
improve health conditions in the country. 
Security is desperately desired by every hu- 
man being, especially security in health. But 
can a government make every man secure? 
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Can it make secure his morals, his health, 
his old age, his food, his clothes, his shelter, 
without any responsibility on his part ex- 
cept payment of a tax? The Wagner-Mur- 
ray-Dingell Bill leaves no room for individ- 
ual freedom and responsibility. It taxes the 
individual to pay for the program and tells 
him what he can get under the program 
without giving him any say-so in the matter. 

Those of us who consider ourselves liberal, 
in that we subscribe to provisions for old- 
age pensions, help for the unfortunate, ma- 
ternal and infant welfare, and health service 
to the indigent or the near-indigent, can 
hardly bring ourselves to believe that all 
persons should be invited to give up their re- 
sponsibilities in the matter of their own 
health. 


Good health is primarily the responsibility 
of the individual. It is intimately connected 
with his personal and social conduct. If he 
surrenders this responsibility to the govern- 
ment, as the Wagner-Murray-Dingell Bill 
provides that he should, he surrenders an 
essential element of the personal and com- 
munity ethics that mark him as a free man 
in a free society of his fellows. A man should 
provide for the care of his own health, so 
far as he can. If a serious illness should 
make demands on him which he cannot meet, 
or if an unforeseen misfortune should sweep 
away his means of caring for himself, then 
his family should care for him, so far as it 
reasonably can. If his family is honestly 
unable to care for him completely, then his 
community should supplement what his 
family can do. Beyond his immediate com- 
munity, and only in case of honest need, he 
should look to his county, then to his state, 
and only as a last resort to the federal gov- 
ernment. This is the ancient and tried way, 
proven by experience, which links a man 
and his physician in a vital, cooperative way 
with family, community, county, state, and 
nation. At each step the larger unit comes 
in where it is honestly necessary to aid the 
smaller in undertakings beyond its power. 


The great principle in this vital system 
is that of a grant-in-aid from the larger unit 
which does not abolish the freedom and the 
responsibility of the smaller unit. But the 
Wagner-Murray-Dingell Bill ignores this 
principle, cuts through state, county, com- 
munity, family, and individual relationships, 
substitutes a bureau for all of them, and iso- 
lates and regiments each person as a kept 


ta 
| : 
| 


572 


man who has no voice in the spending of his 
money and no exercise of his choice in med- 
ical affairs. 

It is well known that some communities 
are so poor that they cannot furnish to their 
members adequate medical care unless they 
are helped by more fortunate communities. 
This is a matter for equalization by the state 
through grants-in-aid. It is also well known 
that some states are so poor that they can- 
not furnish to their citizens adequate medi- 
cal care unless they are helped by the more 
fortunate states. This is a matter for equal- 
ization by the nation through grants-in-aid, 
but grants free from national, bureaucratic 
regimentation and control. Control of medi- 
cal care should be at the community level, 
in that each small institution within a state 
should be locally administered and _ con- 
trolled. The federal government should aid 
the states in providing programs. This can 
be done through such legislation as that pro- 
posed in the Hill-Burton Bill now enacted 
into law. 

It is provided in the Hill-Burton Bill that 
grants-in-aid be made to the states on the 
basis of per capita wealth and population; 
that the funds be locally controlled; that 
community spending of funds thus furnished 
be subject to general regulation only by the 
federal government, under requirements de- 
signed to see that the money is wisely and 
economically spent by the states and their 
constituent counties. The Hill-Burton Bill 
grants aid in a structure of freedom and re- 
sponsibility; the Wagner-Murray- Dingell 
Bill commandeers resources and destroys 
freedom and responsibility. 

It is in opposition to the federal regimen- 
tation and control proposed by the Wagner- 
Murray-Dingell Bill that the North Carolina 
hospital and medical care plan is proposed. 
This plan is in harmony with federal grants- 
in-aid to states and counties and with states’ 
rights and community enterprise, as pro- 
vided in the Hill-Burton Bill. It is in direct 
opposition to the theory expressed in the 
Wagner-Murray-Dingell Bill. It recognizes 
that better medical care is badly needed. It 
sets out to promote better health facilities 
in areas where they are most needed. It 
takes into consideration the need of more 


health workers, including doctors, and seeks ; 


to meet that need. (The Wagner-Murray- 


Dingell Bill ignores this important issue.) 
The North Carolina plan urges the estab- 
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lishment of many small health institutions 
through the more remote areas in order to 
distribute more widely doctors and _ allied 
workers. It supports and encourages the 
expansion of voluntary health and hospital 
insurance—a movement that is spreading 
very rapidly in this country. It bids fair to 
become a potent factor in providing better 
medical service at a lower cost to those who 
have found medical expenses an excessive 
burden. 

The medical profession of North Carolina, 
as well as the American Medical Association, 
approves states’ rights in medical care. The 
profession knows that political patronage in 
health services can result only in poor med- 
ical attention. Medical practice, as well as 
education and research, must remain free 
of such influences if it is to flourish and give 
the public the best in scientific medical care. 
Perhaps the purest example of regimented 
medicine yet projected in this country has 
been that carried on in the Veterans Admin- 
istration since World War I. Within the past 
year the country has been shocked by the 
exposure of the rank incompetence within 
this organization. Tax funds by the hun- 
dreds of millions had been poured into the 
building of elaborate hospitals over the coun- 
try; the veterans and citizens had been led 
to believe that the medical service was of 
the highest order, largely because it had cost 
so much; but the findings of those who in- 
vestigated the agency showed that politics 
had so invaded every phase of the profes- 
sional work that medical services were as- 
toundingly inadequate. Complete reorgani- 
zation of the Veterans’ Administration is 
fortunately in progress. It stresses the 
interdependence of the government and the 
medical profession and civilian hospitals in 
furnishing proper care to our disabled serv- 
ice men. It explodes the theory that a group 
of professional men and women can do their 
best work under political domination. 

In North Carolina we have the unique op- 
portunity of pioneering in medical care at 
the state level. If the present Commission 
sees fit to report favorably on the plan now 
before it, and requests funds to carry it on 
to completion, our next legislature will have 
the privilege of putting into effect the first 
state-wide system of medical care. We are 
already ahead of most states in securing 
such a commission, with definite duties and 
with funds provided for its work. To my 
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knowledge no state is as far advanced in 
the work as we. 

It should be a source of considerable pride 
to the medical profession and to citizens of 
the state that North Carolina is pioneering 
in this work. Whether the present proposals 
are carried on to ultimate completion or not, 
the fact remains that better medical care 
must be provided for many of our people. 
We are convinced that a national system 
cannot do this. It remains the problem of 
the individuals to decide how it is to be done. 
The North Carolina proposals seem sound- 
est: they are in accord with the principles 
of the American Medical Association, and 
many others experienced in group medical 
care. 

This is a day of social reorganization, if 
not of social revolution. People to a large 
extent are organized into groups, and the 
principal function of each group is to fur- 
ther the interests of its members and not, 
as a rule, to promote the welfare of the pub- 
lic as a whole. There are strong groups of 
organized people who are supporting and 
fostering the Wagner-Murray-Dingell Bill. 
If it should be enacted into law, would not 
these groups be very influential in its admin- 
istration? Usually those who promote legis- 
lation expect to receive most benefits from 
it. 

It is well to remember that there are as 
yet 40,000,000 Americans who are unorgan- 
ized, They are farm workers, small busi- 
nessmen, and people with no business or 
special training, all of whom need medical 
services. This group is large in our state. 
Many of them suffer silently for services 
that their more favored neighbors may de- 
mand and receive. Their voices are never 
heard in the legislative halls. Many of them 
see life dimly through the mists of poverty, 
disease and ignorance. A national system 
can easily overlook them, but every com- 
munity is conscious of their presence and is 
willing to help them if facilities are made 
available. This is the large group that a 
state system will reach and that a federal- 
ized program may miss. 

Education of the individual in health mat- 
ters is vital to any system of health im- 
provement. It is on a small, community basis 
that this can be carried on best. Every 
health center established in the state can be 
and should be a center of personal health 
education. The North Carolina program 
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calls for this program of individual health 
education, but it is not projected in the 
Wagner-Murray-Dingell Bill. 


During the war the federal government 
took over many functions formerly carried 
on at the state level. This was necessary as 
a matter of national security. Now that the 
war is over, the people of this country should 
view with some alarm the continued efforts 
of certain individuals and groups to en- 
croach further upon the rights of the states. 
It is a wholesome attitude to say that the 
federal government should grant funds to 
poorer states for such purposes as education 
and health, provided the government does 
not seek to control the agencies so aided. 
Federal aid and federal control must be care- 
fully differentiated. If the federal govern- 
ment controls all education, health, trans- 
portation, and other facilities, then we are 
not very far from Fascism or one of the 
other “isms” that have succeeded in robbing 
so many individuals of their freedom in 
other parts of the world. 


Health matters are, like religious matters, 
personal in nature. When a government 
seeks to impose a doctor or a preacher on an 
individual, then his days of personal free- 
dom are numbered. The Wagner-Murray- 
Dingell Bill is sponsored by groups who are 
powerful in the national government, and 
these groups expect to receive special privi- 
leges under it. They will be disappointed 
in this, because today they are receiving the 
best medical care in the world—not perfect, 
but as good as can be given under present 
circumstances. It is far better than any 
that can be secured under any political sys- 
tem. The program projected for North Car- 
olina, built on a community and state level, 
will in the end give every individual more 
good medical care for the money expended 
than any plan yet proposed. 

The medical profession of the state has 
endorsed the North Carolina program, not 
because it will help the doctors, except to 
give them better facilities to serve the 
people. Whether the people get the program 
will depend upon the next legislature. It will 
cost some money, but it will pay large divi- 
dends in health, happiness, and greater pro- 
ductivity. It is a system of free enterprise 
built on the principle of the strong helping 
the weak, the well helping the sick. It is not 
a political system. It is designed to serve 
the rich and the poor, the white and the 
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Negro; it is a community plan into which 
every individual and every institution is in- 
vited to join. Its aim is better health with 
less expense to the masses of our people, and 
it deserves the support of all our citizens. 
W. M. Coppridge, M.D. 


STATE BOARD OF MEDICAL EXAMINERS 


The North Carolina Board of Medical Examiners 
has postponed its meeting set for December 16-19, 
1946, for the purpose of written examination and 
consideration of licensure by reciprocity. The next 
meeting of the board will be held for the purpose 
of considering applications for licensure by reci- 
procity at the Sir Walter Hotel, Raleigh, on January 
16, 1947. 


NEwsS NOTES FROM THE NORTH CAROLINA 
STATE BOARD OF HEALTH 


Of the 15,305 deaths that occurred during the 
first six months of this year in North Carolina, 997 
resulted from accidents—450 from traffic accidents. 
Diphtheria continues to be the cause of many 
deaths, in spite of the compulsory immunization 
law. Through June, there had been 30 such deaths 
in North Carolina since January 1. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


A lamplighter, symbolic of the returning hope 
of the world, is featured on the 1946 Christmas 
Seal. The Seal was designed by Lloyd Coe, well 
known artist and illustrator. 

Each sheet of 100 seals carries a block of four 
special seals in the likeness of four persons who 
were largely responsible for the success of the first 
American Seal Sale in 1907. These portraits are of 
Jacob Riis, Miss Emily Bissell, E. A. Van Valken- 
berg, and Leigh Mitchell Hodges. 

* * * * 

The Executive Committee of the North Carolina 
Tuberculosis Association, at its meeting in Raleigh 
on September 4, appointed a committee on public 
relations and legislation, consisting of the following 
members: Dr. Clyde A. Erwin, Mr. Kemp D. Battle, 
Mrs. W. T. Martin, Mrs. P. P. McCain, Dr. P. A. 
Yoder, and Dr. David T. Smith. 

Dr. T. F. Vestal of Raleigh and Dr. Julian Moore 
of Asheville were among the North Carolinians who 
appeared on the program of the Southern Tubercu- 
losis Conference, held in Jacksonville, Florida, on 
October 3 and 4. 


NORTH CAROLINA PUBLIC HEALTH 
ASSOCIATION 


The annual meeting of the North Carolina Public 
Health Association was held in Winston-Salem on 
October 7, 8, and 9. Among the speakers appearing 
on the program were Dr. W. K. Sharp, Jr., of Rich- 
mond; Dr. Herman E. Hilleboe, chief of the division 
of tuberculosis control of the U. S. Public Health 
Service; Dr. Margaret Leonard, Dr. John W. Ma- 
honey, Dr. Paul P. McCain, Dr. S. B. McPheeters, 
Dr. William P. Richardson, Dr. William Coppridge, 
Dr. E. H. Ellinwood, and Dr. Carl V. Reynolds. Dr. 
Robert F. Young is acting president of the organi- 
zation, and delivered the presidential address. 
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NEws NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


On September 10, 1946, the Bowman Gray School 
of Medicine celebrated the fifth anniversary of the 
opening of the school in Winston-Salem. During 
that time, 402 students have been admitted from 
among 1614 applicants. These students have come 
from twenty-two states and from sixty-six colleges 
and universities. Although the distribution of the 
student body is very wide, the great majority of 
the students are selected from North Carolina ap- 
plicants. The faculty, which consisted of nineteen 
members five years ago, now numbers approximate- 
ly seventy-five. 

Dr. H. Francis Forsyth arrived on September 16 
to begin his work as instructor in orthopedics. For 
the past three years he has been instructor in ortho- 
pedic surgery at the University of Michigan School 
of Medicine, Ann Arbor, Michigan. He received his 
M.D. degree from that institution in 1940. 

* * * 

Dr. Riley E. Spoon has recently been appointed 
instructor in dentistry. Dr. Spoon served thirty-five 
months in the Army Dental Corps after he was 
graduated from the Baltimore College of Dental 
Surgery of the University of Maryland. 

* * * 

Dr. Marjorie Swanson has returned to the Bow- 
man Gray School of Medicine after receiving her 
Ph.D. degree from Washington University, St. 
Louis, Missouri. Dr. Swanson was previously con- 
nected with the Department of Biochemistry, and 
has now assumed her duties as assistant professor 
of Biochemistry. 

* * * * 

Dr. MacDonald Fulton has accepted the position 
of associate professor of bacteriology, and expects 
to arrive in Winston-Salem about November 1. Dr. 
Fulton is at present connected with the University 
of Texas School of Medicine, Galveston, Texas. 

* * * * 

Dr. C. C. Carpenter, dean, and Dr. Thomas T. 
Mackie, head of the Department of Preventive Med- 
icine, recently attended a meeting in New York, at 
which time Dr. Mackie accepted a gift of $250,000 
from Harvey S. Firestone, Jr., for the establish- 
ment of an institute for the study of tropical med- 
icine in Liberia. Dr. Mackie is president of the 
American Foundation for Tropical Medicine and, in 
that capacity, recently accompanied a diplomatic 
mission to Liberia to work out details of an agree- 
ment with government officials for the establish- 
ment of the institute. 

* * 

Dr. George T. Harrell of the Department of Med- 
icine spoke at the Mississippi State Hospital Asso- 
ciation on October 17 and 19 on “A House Officer 
Training Program for the Small Hospital” and 
“Clinical Research in a Hospital.” 


Health is not an inalienable right. It is a privi- 
lege. Privileges invariably entail equivalent respon- 
sibilities. It is so easy to accept privileges that be- 
fore long mankind takes them for granted and 
claims them for inherent rights. Nature grants few 
rights, preferring to demand that privileges be 
earned. Health, like freedom and peace, continues 
only as we exert ourselves wisely to maintain it. 
—Edward J. Stieglitz, M.D., A Future for Preven- 
tive Medicine, 
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MATHESON FOUNDATION MEDICAL LECTURES 


The Matheson Foundation Medical Lectures, spon- 
sored by the Matheson Foundation and the Meck- 
lenburg County Medical Society, will be held in 
Charlotte at the Hotel Charlotte on Thursday, Oc- 
tober 31 and Friday, November 1. The program is 
as follows: 

Thursday, October 31, 1946 


2:30 P.M.—“Clinical Aspects of Infectious Hepati- 
tis’—Henry L. Bockus, M.D., Professor of Gastro- 
Enterology, Graduate Hospital, University of 
Pennsylvania, Philadelphia, Pennsylvania. 

3:30 P.M.—“The Treatment of Infections with Peni- 
cillin and Streptomycin’— Donald G. Anderson, 
M.D., Dean of the School of Medicine, Boston 
University, Boston, Massachusetts. 

8:00 P.M.—‘Some Problems in Biliary Tract Sur- 
gery”—I. S. Ravdin, M.D., Professor of Surgery, 
University of Pennsylvania, Philadelphia, Penn- 
sylvania. 

9:00 P.M.—“Obstetric Hemorrhage” — Edward A. 
Schumann, M.D., Professor of Obstetrics (Re- 
tired), University of Pennsylvania, Philadelphia, 
Pennsylvania. 


Friday, November 1, 1946 


2:30 - 4:30 P.M.—Clinico-Pathological Conference. 
Cyrus C. Sturgis, M.D., Professor of Medicine, 
University of Michigan, Ann Arbor, Michigan. 
Carl V. Weller, M.D., Professor of Pathology, 
University of Michigan, Ann Arbor, Michigan. 

6:30 P.M.—Social Hour 

7:30 P.M.—Dinner 

8:30 P.M.—‘The Diagnosis and Medical Manage- 
ment of Lesions of the Stomach, Duodenum, and 
Jejunum”—Francis E. McDonough, M.D., Medical 
Staff, Lahey Clinic, Boston, Massachusetts. 

9:30 P.M.—“‘The Surgical Management of Lesions 
of the Stomach, Duodenum, and Jejunum”—F rank 
H. Lahey, M.D., Director, Surgeon in Chief, Lahey 
Clinic, Boston, Massachusetts. 

All doctors are invited to attend. Room reserva- 


tions may be made by writing the manager of the 
Hotel Charlotte. 


NORTH CAROLINA PATHOLOGICAL SOCIETY 


The North Carolina Pathological Society held its 
fall meeting in Charlotte, on October 1, 1946. The 
afternoon session was a Slide Seminar conducted 
by Dr. Paul Kimmelstiel of Charlotte. At the eve- 
ning session, held in conjunction with the Mecklen- 
burg County Medical Society, the following papers 
were delivered: “Pathogenesis of the Infectious 
Granulomata,” by Wiley D. Forbus of Durham; 
“Meningococcemic Purpura,’ by B. Black-Schaffer 
of Durham; and “Laboratory Aids to the Clinician,” 
by H. C. Lennon of Greensboro. 


THIRD DISTRICT MEDICAL SOCIETY 


The meeting of the Third District Medical Society 
was held at the James Walker Memorial Hospital 
in Wilmington on Monday night, October 7. Fol- 
lowing a banquet Dr. Louis K. Diamond of the De- 
partment of Pediatrics, Harvard University Medical 
School, addressed the Society on “The Significance 
of the Rh Factor,” and Dr. George T. Harrell, of 
the Department of Medicine, Bowman Gray School 
of Medicine of Wake Forest College, spoke on “Cir- 
culatory Disturbances in Acute Infections.” Dr. 
William S. Dosher, president, presided. During the 
afternoon Dr. Diamond conducted a clinic at the 
Babies Hospital, Wrightsville Sound. 
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NINTH DISTRICT MEDICAL SOCIETY 


The annual meeting of the Ninth District Medical 
Society, held in Lexington on September 26, was 
attended by 110 doctors. Speakers on the afternoon 
program were Drs. E, J. Cathell and J. C. Leonard 
of Lexington, Drs. T. V. Goode and J. S. Holbrook 
of Statesville, Dr. John Frazier of Salisbury, and 
Dr. W. M. Kelsey of Winston-Salem. Dr. David 
Cayer of Winston-Salem was guest speaker at the 
dinner meeting, for which Dr. W. B. Hunt of Lex- 
ington acted as toastmaster. Dr. Hamilton McKay 
of Charlotte spoke on the state medical care plan. 

Mooresville was selected as the place for the 
1947 meeting, and officers elected for 1947 were Dr. 
W. D. McLelland, president, and Dr. Creighton 
Wrenn, secretary-treasurer. Officers who served at 
the Lexington meeting were Dr. W. B. Hunt, presi- 
dent, and Dr. J. R. Terry, secretary-treasurer. Dr. 
I. E. Shafer of Salisbury is district councilor. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Lloyd J. Thompson, professor of psychiatry 
at the Bowman Gray School of Medicine, addressed 
the Forsyth County Medical Society at its meeting 
on September 10. His subject was “Psychiatric 
Problems and the Returned Veteran.” 


NEWS NOTES 


Dr. Frank Wilson, Jr., of Raleigh, died in Duke 
Hospital on September 22, after a brief illness. Dr. 
Wilson was a native of Greenville and had practiced 
surgery in Raleigh since 1937, except for four years 
spent in the Army Medical Corps. He was a brother 
of Dr. W. Howard Wilson of Raleigh. 


Dr. William A. Farmer of Fayetteville and Dr. 
Barnes Woodhall of Durham are among 111 addi- 
tional medical experts recently appointed as civilian 
consultants to the Secretary of War. 

* * 

Dr. Harry Winkler of Charlotte has been named 
a member of the National Medical and Scientific 
Advisory Council of the National Arthritis Research 
Foundation. 

* * * * 

Dr. Robert R. King, Jr., has been appointed medi- 
cal officer for the District Health Department of 
Watauga, Ashe, and Alleghany counties. He is the 
son of Dr. Robert R. King, Sr., who formerly held 
the position. 

* * * 

Dr. James A. Crowell of Franklin, Louisiana, 
joined Dr. B. C. Nalle in the department of obstet- 
rics and gynecology of the Nalle Clinic in Charlotte 
on October 1. He is a graduate of the Louisiana 
State University School of Medicine, and was chief 
resident at the Philadelphia Lying-In Hospital for 
two years. He served in the Army Medical Corps 
from 1942 to 1946, and was discharged with the 
rank of lieutenant colonel. 

ok ok 

Dr. John H. E. Woltz, former resident obstetrician 
and gynecologist at the University of Pennsylvania 
Hospital, has announced the opening of offices in 
association with the Bradford Clinic, Charlotte. His 
practice will be limited to gynecology and obstet- 
rics. 

* * 

Dr. Philip B. Davis, who has recently been re- 
leased from active duty in the Army of the United 
States, has returned to the practice of surgery in 
High Point. 


* * 
Dr. Charles W. Taylor, formerly of Hollister, has 
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announced his return from military service and the 
resumption of psychiatric practice at Rogers Me- 
morial Sanitarium in Oconomowoc, Wisconsin. 


NoRTH CAROLINA DOCTORS RELEASED 
FROM SERVICE 


The following list of North Carolina physicians 
recently separated from service is compiled from 
the Journal of the American Medical Association 
and other sources. Any additions or corrections 
should be sent to the editorial office, 300 S. Haw- 
thorne Road, Winston-Salem 7, N. C. 


Alley, Ralph D., Burlington 

Arnold, Ralph A., Durham 
Barefoot, William F., Wilmington 
Bell, Ralph M., Mooresville 

Benson, Norman O., Lumberton 
Beverly, Squire S., Oteen 

Blanchard, Irwin T., Tarboro 
Brown, Edwin W., Asheville 

Cates, Banks R., Jr., Durham 
Choate, James W., Jr., Salisbury 
Christian, John D., Rocky Mount 
Crawford, Joseph B., Goldsboro 
Creech, Oscar J., Ahoskie 

Davis, Gilbert B., Fairmont 

Davis, William H., Asheville 
DeCamp, Allen L., Fayetteville 
Dockery, Robert W., Statesville 
Ducker, Stuart R., Jr., Stony Point 
Erb, Norris S., Badin 

Fowler, Franklin T., Hendersonville 
Fowlkes, William M., Jr., Enfield 
Gale, Elmer T., Clinton 

Gilliam, James S., Jr., Elon College 
Glasser, John W. H., Graham 
Gobble, Fleetus L., Jr., Winston-Salem 
Grady, Franklin M., New Bern 
Graham, Walter R., E. Charlotte 
Greenwood, James B., Jr., Charlotte 
Herrin, Hermon K., Gastonia 

Holt, Robert G., Lexington 

Jarman, Fontaine G., Jr., Roanoke Rapids 
Jarvis, Thomas R., Jr., Winston-Salem 
Jervey, William St. J., Tryon 
Lawson, George W., Graham 
Lucido, Joseph L., Elkin 

McEntire, Harry E., Wilmington 
McGimsey, James F., Jr., Morganton 
Metcalf, Lawrence E., Asheville 
Moore, William D., Cary 

Morse, Seymour, Wilmington 
Mumford, Ander M., Elkin 

Murray, William G., Greensboro 
Neal, Rutherford D., Ayden 
Newman, George J., Murphy 
Parker, Roy T., Pinetops 

Parker, Shepherd F., Shelby 
Parrott, Frank S., Goldsboro 
Patterson, Joseph F., Jr., New Bern 
Patterson, Rex D., Liberty 

Price, William B., Fayetteville 
Ranson, John L., Jr., Charlotte 
Register, John F., Greensboro 
Robertson, Carroll B., Jackson 
Robertson, Logan T., Asheville 
Senter, William J., Chalybeate Springs 
Tanner, Kenneth §S., Jr., Rutherfordton 
Tatlock, Hugh, Fayetteville 
Trincher, Irvin H., Charlotte 
Walker, Samuel H., Mt. Gilead 
Ward, Wallace C., Raleigh 

Watts, Walter M., Asheville 
Weeks, Kenneth D., Rocky Mount 
Wood, Ernest H., Jr., New Bern 
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CORRECTIONS FOR THE ROSTER 


The following additional corrections have been re- 
ceived for the roster and alphabetical list of fellows 
published in the August issue. The Journal will pub- 
lish in its next issue any more corrections which 
are sent at once to Dr. Roscoe D. McMillan, Red 
Springs. : 

Dr. W. G. Byerly, Lenoir—Specialty should be 

OALR rather than PH 

Dr. George A. Mears, Asheville—Specialty should 

be S rather than Ind 

Dr. Walter Clayton Page of Lincolnton should be 

Dr. William Gordon Page; the data in the 
county roster should be changed to Jefferson, 
1939; licensed in North Carolina, 1946. 

Dr. Adrian S. Rubin, Greensboro — Specialty 

should be Pd rather than GP 

Dr. A. J. Tannenbaum, Greensboro — Specialty 

should be I rather than GP 

Dr. Roeby B. Wilson, Asheville—Specialty should 

be Anes rather than GP 


SOUTHERN SOCIETY FOR CLINICAL RESEARCH 


An organizational meeting of the Southern So- 
ciety for Clinical Research was held at Tulane Uni- 
versity Medical School in New Orleans on October 
5, and was attended by representatives from eight- 
een Southern medical schools. Dr. Joseph Beard, 
Division of Experimental Surgery, Duke University 
School of Medicine, and Dr. George T. Harrell, De- 
partment of Medicine, Bowman Gray School of Med- 
icine, were present. 


MEDICAL SOCIETY OF VIRGINIA 


The Medical Society of Virginia held its annual 
meeting at Virginia Beach on October 14, 15, and 
16. Dr. J. L. Rawls of Norfolk was the outgoing 
president, and Dr. W. L. Powell of Roanoke the 
president-elect. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


The next written examination (Part I) for all 
candidates will be held in various cities of the 
United States and Canada on Friday, February 7, 
1947, at 2:00 P.M. Candidates who successfully com- 
plete the Part I examination proceed automatically 
to the Part II examination held later in the year. 
All applications must be in the office of the Secre- 
tary by November 1, 1946. Candidates in military 
service are requested to keep the Secretary’s Office 
closely informed of changes in address. 


A number of changes in Board regulations and 
requirements were put into effect at the last annual 
meeting of the Board held in Chicago, Illinois, from 
May 5 to May 11, 1946. Among these is the require- 
ment that case records must now be forwarded to 
the Secretary’s Office from thirty to sixty days after 
the candidate has received notice of his eligibility 
for admission to the examinations for certification. 
At this meeting the Board also ruled that it will 
not accept the nine months residency as an aca- 
demic year toward years of training requirements 
following the termination of the official period of 
intern and residency acceleration,. April 1, 1946. 

Applications are now being received for the 1947 
examinations. For further information and appli- 
cation blanks address Paul Titus, M.D., Secretary, 
1015 Highland Building, Pittsburgh 6, Pennsylvania. 
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AMERICAN ACADEMY OF ALLERGY 


The American Academy of Allergy will hold its 
annual convention at Hotel Pennsylvania, New York 
City, November 25-27 inclusive. All physicians in- 
terested in allergic problems are cordially invited 
to attend the sessions as guests of the Academy 
without payment of registration fee. The program 
has been arranged to cover a wide variety of con- 
ditions where allergic factors may be important. 
Papers will be presented dealing with the latest 
methods of diagnosis and treatment as well as the 
results of investigation and research. Advance 
copies of the program may be obtained by writing 
to the Chairman on Arrangements, Dr. Horace S. 
Baldwin, 136 East 64th Street, New York City, prior 
to November 10. 


SOUTHEASTERN ALLERGY ASSOCIATION 


The second annual meeting of the Southeastern 
Allergy Association will be held January 18 and 
19, 1947, at The Atlanta-Biltmore Hotel, Atlanta, 
Georgia. Hotel reservations should be made directly 
with the hotel. 


AMERICAN FOUNDATION FOR TROPICAL 
MEDICINE 


Establishment in Liberia of an Institute for Re- 
search in Tropical Medicine for the development of 
effective methods of disease control and eradication 
is announced by Dr. Thomas T. Mackie, president of 
the American Foundation for Tropical Medicine 
which will operate the Institute. Construction of 
the new Institute has been assured through a gift 
of $250,000 from Harvey S. Firestone, Jr., president 
of the Firestone Tire and Rubber Company. 

In accepting supervision of the projected research 
institute in the free Negro Republic situated on 
the west coast of Africa, Dr. Mackie said the proj- 
ect reflected a partnership among the government 
of Liberia, American business and American science. 


LIFE INSURANCE MEDICAL RESEARCH FUND 


Eleven additional fellowships and three more 
grants-in-aid to medical institutions for research 
in diseases of the heart and of the arteries were 
announced recently by the Life Insurance Medical 
Research Fund, from its offices in the New York 
Academy of Medicine Building. The additional 
awards bring this year’s allocation of research 
funds to nearly $700,000. 

Organized a year ago, the Life Insurance Medical 
Research Fund is supported by 149 legal reserve 
life insurance companies in the United States and 
Canada. All research sponsored by the Fund is de- 
voted at present to the cardiovascular diseases, the 
single most prevalent cause of death in modern 
civilization. 

Dr. Francis R. Dieuaide, Scientific Director, re- 
vealed that applications for research fellowships for 
1947 will close on January 1, 1947 and for grants- 
in-aid, on January 31, 1947. Dr. Dieuaide, who is 
clinical professor of medicine on the staff of the 
College of Physicians and Surgeons of Columbia 
University, placed the usual value of fellowships at 
from $1,500 to $2,000 a year for junior fellows and 
from $2,500 to $3,500 for seniors. 
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STUDY OF RHEUMATIC HEART DISEASE 


The American Legion and its auxiliary, through 
The American Heart Association, fired its opening 
volley in a battle against the nation’s greatest child 
killer and “Public Health Enemy No. 1,” by award- 
ing two fellowships to veteran doctors for the study 
of rheumatic heart diseases. The awards were made 
to the New York University College of Medicine 
and the House of the Good Samaritan in Boston, 
Mass. 

The fellowship in the New York institution will 
be used for the support of Dr. Samuel T. Schlamo- 
witz, who will act as research fellow under Dr. 
Arthur C. DeGraff and Dr. Samuel A. Brown, pro- 
fessor of therapeutics. He will perform a biochemi- 
cal study of patients suffering from rheumatic 
fever, with particular reference to the chemistry of 
the body as it relates to rheumatic fever. 

Dr. Joseph Warren, who holds a distinguished 
record as a physician with the paratroopers of the 
101st Airborne Division, has been selected for the 
Massachusetts fellowship. He will study under the 
direction of Dr. T. Duckett Jones and will be con- 
cerned with the changing glandular conditions of 
the body affecting rheumatic conditions. 


Dr. ROWNTREE RECOGNIZED 


Dr. Leonard G. Rowntree, chairman of The Ameri- 
can Legion medical advisory board, became the 
seventeenth civilian to be recognized by Presidential 
order for wartime services, when the medal of merit 
was bestowed on him in recognition of his services 
as chief of the Selective Service medical division 
during World War II. Dr. Rowntree was awarded 
the medal on September 12 by Gen. Lewis B. Her- 
shey, Selective Service Chief, in the name of the 
President. 

General Hershey, reading from the citation, said 
that Dr. Rowntree “merits the gratitude of the na- 
tion for his immense contributions to the mobiliza- 
tion of its manpower.” 


VETERANS ADMINISTRATION 


“Home town” medical care for veterans with 
service-connected disabilities may soon be had in 
twenty states, Dr. Paul R. Hawley, chief medical 
director of the Veterans Administration announced. 
The program is already in operation in thirteen 
states. Contracts with state medical groups have 
been signed but not yet placed in operation in five 
states. In two others VA has received agreements 
which have not yet been given final approval. 

This “home town” medical care is available to 
veterans with service-connected disabilities only 
when VA establishments such as out-patient clinics 
could not promptly treat veterans or if traveling 
to them would involve unduevhardship, Dr. Hawley 
said. 

(BULLETIN BOARD CONTINUED ON PAGE 584) 


Neurosis and cults.—Chiropractic, faith healing, 
off-brand religions, clairvoyancy, and Christian 
Science are other substitutive devices used by the 
neurotic to patch up defective constitutional attri- 
butes. A volume could be written on the neurotic’s 
inordinate interest in cults, fads, religious move- 
ments and therapeutic innovations. No doubt many 
of the founders of new religious and intellectual 
movements are basically neurotic, seeking a supreme 
and exotic form of adjustment.—John D. Campbell: 
Everyday Psychiatry, Philadelphia, Lippincott, 1945, 
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ut of the war has come one bless- 

ing—a lesson in thrift for mil- 

lions of those who never before had 
learned to save. 


Enrolled under the Payroll Savings 
Plan in thousands of factories, offices, 
and stores, over 27 million American 
Wage earners were purchasing “E” 
Bonds alone at the rate of about 6 
billion dollars worth a year by the time 
V-J Day arrived. 

With War Bond Savings automati- 
cally deducted from their wages every 
week, thrift was “painless” to these 
wage earners. At the end of the war, 
many who never before had bank ac- 
counts could scarcely believe the sav- 
ings they held. 

The moral was plain to most. Here 
Was a new, easy way to save; one as 
well suited to the future as to the past. 
Result: Today, millions of Americans 
are continuing to buy, through their 
’ayroll Savings Plan, not War Bonds, 
but their peacetime equivalent—U. S. 


Savings Bonds. 


From war to peace! War Bonds are now 
known as U.S. Savings Bonds, bring the same 
high return—$25 for every $18.75 at maturity. 


Keeping cost of living in check! Buying 
only needed plentiful goods and saving the 
money which would bid up prices of scarce 
goods keeps your cost of living from rising. 
Save automatically —regularly. 


Out of pay— into nest eggs! A wage earner 
can choose his own figure, have it deducted 


regularly from earnings under Payroll 
Savings Plan. 


Ss AND INTEREST ACCUMULATED 


SAVING 


in 1 Yeor 10 
$195.00 $2,163.45 

325.00 3,607.54 

390.00 4,329.02 

487.76 5,416.97 

650.00 7,217.20 

780.00 8,660.42 

g7s00 (10,828.74 


Savings chart. Plan above shows how even 
modest weekly savings can grow into big 
figures. Moral: Join your Payroll Savings 


Plan next payday. 


New homes fo own! Thousands of new 
homes, like this, will be partially paid for 


through Bonds wisely accumulated during 


the next five to ten years. 


SAVE THE EASY WAY... 
Buy YOUR BONDS 


THROUGH PAYROLL SAVINGS 
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AUXILIARY 


Once again we launch forth into another 
year’s work in the Auxiliary to the Medical 


Society of the State of North Carolina, and 
may we not be accused of being too ambiti- 


ous when we hope and strive for an even 
more successful year than the one that has 
just come to a close. Our program will fol- 
low along the same lines as it has in the past 
few years, as it is a work that has not been 
completed, and must go on. Juvenile delin- 
quency in the past has taken third or fourth 
place on our program, but according to re- 
cent statistics it must take first place, and 
we each must put forth every effort to help 
with this “youth on the rampage.” This is 
one of the most serious problems facing our 
country today, and it cannot be put aside 
any longer as “childish pranks.” 


Juvenile delinquency has risen to an all- 
time high, with as many girls as boys tinder 
the age of 21 being arrested. Attorney- 
General Tom Clark says the Department of 
Justice finds that an average of one fifth of 
all crimes committed are by boys and girls 
under 21 years of age. The Attorney-Gen- 
eral also reports that the group under 21 is 
responsible for 15 per cent of all murders, 
35 per cent of all robberies, 51 per cent of 
the -burglaries, 34 per cent of the thefts, 26 
per cent of all the arsons, and 30 per cent of 
the rapes. Fifty per cent more murders have 
been committed by young men under 18. in- 
cluding murders from accidental traffic 


deaths to cold-blooded killings. 


According to statistics, 17 is a critical age, 
with reports showing more boys and girls 
being arrested at that age than any other 
year. The present figures show that three 
times as many girls are being arrested now 
as in 1939. 


This is not a pretty picture, so let us each 
try to devise some sort of plan to cope with 
our men and women of tomorrow, who have 
probably strayed on the wrong path. Juve- 
nile delinquency is definitely on the increase. 

Another very important program for the 
coming year is “post-war planning.” We 
heard much about this during the war, but 


now the time has come to put this plan to 
work. Our boys have returned to us, and 
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many are dissatisfied, even to the extent of 
returning to the service. They return to us 
with high hopes of school, jobs, and mar- 
riage, and to some these hopes turn out to 
be only air castles. There is no place for 
them to live while they continue their school ; 
jobs are inferior to the ones they left; and 
marriage is a poor prospect, with homes out 
of reach financially and otherwise. We don’t 
know what we can do about this situation, 
but WE CAN TRY to help these boys who 
gave up everything to fight, that we might 
continue with our way of life. Now it is our 
turn to help them. 

Our program for.the year is a six pointer, 
and together with the above two subjects, 
we will continue with programs on health 
education, medical legislation, and scientific 
discoveries, and with the annual social or 
relaxation for doctors. 

Mrs. MILLARD D. HILL, 

Program Chairman 
3014 Fairview Road 
Raleigh, N. C. 


Dividends in Happiness 


World War II was fought to preserve the safety 
and happiness of the American family. Throughout 
the transition period to permanent peace USO is 
endeavoring to help the members of each family 
who are still in the armed forces—in hospitals, at 
Hemisphere bases, just going into uniform. In 849 
communities, the Community Chests of America 
provide health, welfare and recreation services for 
the whole family. 


Contribute to the welfare of your community 
members at home and abroad. 

Give generously to the USO and your Community 
Chest. 
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Still the fatal first month 


Despite the gratifying dramatic decline in infant mortality, there is slill 
only slight reduction in the number of deaths of infants under one month. During 
these critical 30 days, among the important precautions to be exercised 
is the right start.on the right foods. 


‘Dexin’ has proved an excellent “first carbohydrate”. Because of its high 

dextrin content, it resists fermentation by the usual intestinal organisms, 

tends to hold gas formation, distention and diarrhea to a minimum, and o 
promotes the formation of soft, flocculent curds facilitating digestion of 

milk proteins. 


Easily prepared in hot or cold milk, ‘Dexin’ brand High Dextrin Carbo- 
hydrate is palatable but not too sweet. ‘Dexin’ does make a difference. 


*‘Dexin’ Reg. Trademark 
A X ; n HIGH DEXTRIN CARBOHYDRATE 


BRAND 
Composition—Dextrins 75% Maltose 24% Mineral Ash 0.25% « Moisture 
0.75% * Available carbohydrate 99% * 115 calories per ounce « 6 level packed 


tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds ¢ 
Accepted by the Council on Foods and Nutrition, American Medical Association. 


Literature on request 
12} BURROUGHS WELLCOME & CO. (U.S.A.) INC, 9 & 11 East 41st St., New York 17, N.Y. 
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BOOK REVIEWS 


Electrocardiography in Practice. By Ash- 
ton Graybiel, M.D., Captain, Medical Corps, 
U.S. Naval Reserve Co-ordinator of Re- 
search, U.S. Naval School of Aviation Med- 
icine, Pensacola, Florida; and Paul D. 
White, M.D., Lecturer in Medicine, Harvard 
Medical School; Physician, Massachusetts 
General Hospital; with the assistance of 
Louise Wheeler, A.M., Executive Secretary, 
The Cardiac Laboratory, Massachusetts 
General Hospital; Conger Williams, M.D., 
Assistant in Medicine, Harvard Medical 
School and Massachusetts General Hospi- 
tal. Ed. 2. 458 pages, with 323 illustrations. 
Price, $7.00. Philadelphia and London: W. 
B. Saunders Company, 1946. 

Like the first edition of this work, which ap- 
peared in 1941, this edition contains an excellent 
correlation of the electrocardiogram, the patient’s 
history, and the physical findings. This correlation 
is of exceptional importance, not only to the stu- 
dent of electrocardiography, but to the veteran 
cardiologist who interprets many records daily. As 
in the first edition, the text is on the left-hand page 
and the illustrations on the right, so that they may 
be readily referred to without turning a page. 

The authors have brought up to date the sec- 
tions on multiple precordial leads, unipolar leads, 
and electrocardiograms made before and after exer- 
cise and before and after the inhalation of air con- 
taining less than the normal 20 per cent oxygen. 
Several new summarizations are included which 
tabulate the electrocardiographic findings in various 
disorders of rhythm, in congenital and acquired 
heart disease, and following certain drugs. 

This volume is even more outstanding than the 
first edition. There is clarity of presentation, simpli- 
fication of problems which to many are complex, 
and adequate coverage of the field for all practical 
purposes. This second edition is better arranged, 
more comprehensive, and larger, containing 458 
pages as compared with 319 in the first edition. It is 
recammended without reservation to all who are 
interested in cardiovascular diseases. 


A Primer for Diabetic Patients: An Outline 
of Treatment for Diabetes with Diet, In- 
sulin and Protamine-Zine Insulin, Including 
Directions and Charts for the Use of Phy- 
sicians in Planning Diet Prescriptions. By 
Russell M. Wilder, M.D., Ph.D., F.A.C.P., 
Professor and Chief of the Department of 
Medicine of the Mayo Foundation, Univers- 
ity of Minnesota; Senior Consultant in 
Division of Medicine, Mayo Clinic. Ed. 8, 
reset. 192 pages, with 8 _ illustrations. 
Price, $1.75. Philadelphia and London: W. 
B. Saunders Company, 1946. 


The fact that this widely known diabetic manual 
has reached its eighth edition attests to its value. 
Dr. Wilder, in concise, clear fashion, presents not 
only what the diabetic patient wants to know but 
what he should know. The patient is told simply 
and effectively what his disease is and the nature 
of the treatment he will receive. There are excel- 
lent sections on the regulation of the diet and the 
use of the various insulin preparations. The pos- 
sible complications of diabetes and their prevention 
are discussed. Of particular value to the physician 
are the sections on recipes, sample diets, and food 
substitutions. The Primer is recommended for all 
patients with diabetes and to physicians interested 
in its treatment. 
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A Bibliography of Infantile Paralysis 1789- 
1944 with Selected Abstracts and Annota- 
tions. Prepared under the direction of the 
National Foundation for Infantile Paraly- 
sis, Ine. Edited by Morris Fishbein, M.D. 
Compiled by Ludvig Hektoen, M.D., and 
Ella M. Salmonsen. 8,315 pages. Price, 
$15.00. Philadelphia: J. B. Lippincott Com- 
pany, 1945. 


This volume is a most useful bibliography of all 
phases of infantile paralysis. There are listed over 
8300 articles on infantile paralysis, beginning with 
Underwood’s original paper in 1789 and including all 
papers through 1944. 


Most of the recent articles have been abstracted 
in brief but excellent fashion. This bibliography is 
particularly valuable because of the excellent index, 
which allows one to find references to any phase of 
the study of infantile paralysis in a minimum of 
time. 

The studies on problems connected with infantile 
paralysis have been a tremendous stimulation for 
the support of the National Foundation for Infantile 
Paralysis. This bibliography is another excellent 
contribution of the Foundation to workers in this 
field. Although this volume ends with 1945, the 
Foundation is supplementing it by sending out 
mimeographed abstracts of articles appearing on 
the subject of infantile paralysis. These new supple- 
ments, together with the comprehensive _ bibli- 
ography, allow workers interested in this field to 
obtain complete coverage of the literature on any 
phase of the problem, with the assurance that prac- 
tically nothing of importance would be overlooked. 


Diseases of the Retina. By Herman Elwyn, 
M.D., Senior Assistant Surgeon, New York 
Eye and Ear Infirmary. 587 pages. 170 
illustrations, 19 in color. Price, $10.00. 
Philadelphia: The Blakiston Company, 
1946. 


In this monograph Dr. Elwyn has given us a de- 
tailed discussion of both the primary diseases of 
the retina itself and those diseases which produce 
secondary retinal changes. The major divisions of 
the work are as follows: (1) Disturbances in circu- 
lation, including both local and general causes; (2) 
vascular malformations; (3) hereditary degenera- 
tive lesions; (4) inflammatory diseases; (5) tumors; 
(6) diseases leading to retinal detachment; (7) de- 
velopmental anomalies; (8) radiation injuries. In the 
discussion of each clinical entity, particular atten- 
tion is directed to etiology and pathologic physi- 
ology, and a rather inclusive section on treatment is 
given. Although specific statements in the text are 
not documented by footnotes, each section is fol- 
lowed by a bibliography which gives adequate refer- 
ence to source material in both domestic and for- 
eign publications. 

Illustrations—usually fundus plates or photomi- 
crographs of pathologic specimens—are used liber- 
ally, and many of the former are in color. 

Although this book is written from the point of 
view of the ophthalmologist, there is much material 
included which is of special value to the internist 
and the neurologist, and a wide field of usefulness 
is predicted for it. 

The publisher is to be complimented on the for- 
mat of this book. After the war years, it is indeed 
a pleasure to see well bound books which are printed 
on first quality paper with adequate margins and 
easily legible type. 
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Digitalis and Other Cardiotonic Drugs. By 
Eli Rodin Movitt, M.D. 204 pages. Price, 
$5.75. New York: Oxford University Press, 
1946. 


Although our knowledge concerning the funda- 
mental mechanism of action of digitalis and its 
derivatives and allied compounds has increased rela- 
tively little since the days of William Withering, 
much has been learned about the nature of these 
compounds and their therapeutic applications. This 
monograph, the most recent since 1936, reviews the 
accumulated information concerning the chemical, 
pharmacologic, and clinical aspecis of this group 
of drugs. Although these subjects are treated in 
detail, the monograh is written in an easily under- 
stood and concise style. The extensive bibliography 
is of great value. 

In the pharmacologic section the cardiac and the 
systemic effects of digitalis are discussed thorough- 
ly, as well as the dosage and preparations. Partic- 
ular effort is made to explain the change of potency 
between U.S.P. X and U.S.P. XI. This explanation 
is important, because many physicians are not yet 
thoroughly acquainted with the increased potency 
of the preparations now available. The section con- 
cerned with the conditions in which digitalis is help- 
ful and those in which it is of no value is impor- 
tant, because in recent years the clinical emphasis 
has shifted away from cardiac arrhythmias as the 
primary indication for digitalis. 

From the fundamental as well as the therapeutic 
viewpoint, the most important recent advances have 
been made in the isolation and purification of the 
active compounds. In this monograph particular 
stress is placed upon these developments. Lanato- 
side C is shown to be superior in many ways to the 
crude digitalis preparations. Other glycosides dis- 
cussed are Digitaline Nativelle, Digoxin, and Gita- 
lin. The advantages of strophanthin as an emer- 
gency intravenous drug are reviewed, as are the 
limitations of the drug. The monograph concludes 
with a discussion of less well known cardiotonic 
drugs of plant and animal origin. 

This book is a valuable contribution to the 
rational therapy of heart failure. It should prove 
to be helpful to many in giving the patient good 
medical care. 


Research and Regional Welfare. Edited by 
Robert E. Coker, Kenan Professor of Zo- 
ology, University of North Carolina. 229 
pages. Price, $3.00. Chapel Hill: University 
of North Carolina Press, 1946. 


There is a pointed lesson on medical economics 
in Research and Regional Welfare. a group of six- 
teen papers presented at a conference on research 
at the University of North Carolina in May, 1945. 
The future economic welfare of the South—and 
hence the economic status of physicians, hospitals, 
and public health agencies in the region—can’ be 
greatly improved by the application of research 
methods and results to its basic economic problems. 


Dr. Russell M. Wilder reviews research in nutri- 
tion and pays a well deserved tribute to contribu- 
tions made by Southern investigators. General J.S. 
Stevens of the U. S. Army discusses medical re- 
search as the foundation of future progress in 
health and public welfare in the South. Other essays 
deal with research in industry and in physical, bio- 
logic and social sciences. David E. Lilienthal voices 
the newer viewpoint of the scientist, the moral re- 
sponsibility of research. 
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The Venereal Diseases. By James Marshall, 
Major R.A.M.C., Command Venereologist 
to the Eastern Command and London Dis- 
trict. Price, $4.50. 348 pages. London: Mac- 
millan & Co., Ltd., 1944. 


This English text contains excellent clinical de- 
scriptions of syphilis and gonorrhea in their vari- 
ous stages. Acute and chronic infections are plainly 
distinguished, and the complications are treated in 
separate chapters. Laboratory methods and _ tech- 
niques are clearly described. 

The book is designed to be a practical and useful 
tool in the handling of cases of venereal disease. 
The style at times is almost breezy. The illustra- 
tions are excellently selected, though the reproduc- 
tion is sometimes not as good as would be desired. 


The book, which was published abroad in 1944, 
contains very little on the use of penicillin and hence 
lacks information on the advances made in therapy 
during the war. It will still serve a very useful 
purpose for practitioners and students in following 
the natural history and the clinical course of the 
venereal diseases. 


A Textbook of Biochemistry. By Benjamin 
Harrow, Ph.D., Professor of Chemistry, 
City College, College of the City of New 
York. Ed. 4. 592 pages, with 144 illustra- 
tions. Price, $4.25. Philadelphia and Lon- 
don: W. B. Saunders Company, 1946. 


This 600-page textbook, consisting of twenty-five 
chapters and an appendix, covers the major fields 
in biochemistry. Many chapters contain discussions 
which are not related to medicine, but are of great 
importance in the field of biochemistry. At the end 
of each chapter the author lists various mono- 
graphs, review articles, and a few selected papers 
on topics that are not thoroughly discussed in the 
text. The sections on vitamins and food are well 
written, and contain a detailed discussion of the 
deficiency symptoms in man. The newer concepts 
of metabolism gained through the use of isotopes 
and tissue-slice studies are not discussed at much 
length. The book amply covers the field of general 
biochemistry, but the biochemistry of disease is dis- 
cussed only in part. 


The treatment of the psychoneurotic’s specific 
symptoms should be avoided from the very begin- 
ning. A common error is for the physician to “doc- 
tor” the patient for some assumed physical illness. 
. .. As soon as the physician begins to treat the 
“nervous stomach” or the sensitive heart as an iso- 
lated organ he is succumbing to the neurotic’s own 
immature reasoning.—John D. Campbell: Everyday 
Psychiatry, Philadelphia, Lippincott, 1945, p. 145. 


WANTED—Physician for Buxton, North Caro- 
lina. Completely equipped modern infirmary, 
rent free. Population 2,500 in practice area. 
Rare opportunity for young man with energy. 
Address I. P. Davis, Secretary Dare County 
Chamber of Commerce, Manteo, North Caro- 
lina. 


WANTED — A _ nurse anesthetist Scotland 
County Memorial Hospital, Laurinburg, N. C., 
to assist nurse anesthetist already employed. 
Attractive salary plus full maintenance. 


Write Dr. F. M. Simmons Patterson at the 
above address. 
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Free Case History Forms Offered by 
AR-EX Cosmetics 


In its contacts with physicians, the Professional 
Service Department of AR-EX Cosmetics, Inc. has 
frequently heard the desire for more adequate Case 
History Forms. As a result, expert clinicians were 
consulted in the development of a case history form 
that would serve the purpose of both the specialist 
and the general practitioner. In preparing the form, 
two thoughts were kept in mind: 

1. To make it as comprehensive as possible to 
reveal both obscure and obvious causative 
factors; 

2. To make it concise enough to be of value to 
the busy physician. 

Though time and usage will undoubtedly improve 
the present form, many physicians have pronounced 
the new AR-EX Cosmetics Case History Form as 
the most comprehensive and revealing form of which 
they know. 

Supplies of the forms are now being distributed 
to interested physicians without cost or obligation 
on request to the Professional Service Department, 
AR-EX Cosmetics, Inc., 1036 W. Van Buren Street, 


INDEX TO ADVERTISERS 


EN F or Shy, Nervous, Retarded Children £\} 


} Year round private home and school for 
’ girls and boys of any age on pleasant 150 
» acre farm near Charlottesville. 

' Individual training and care, expert 
, teachers. Limited enrollment, amusements, 
> special diets, medical care if necessary. 
> Entrance made at any time. Write for 
» Booklet. 

: Mrs. J. Bascom Thompson, Principal 

‘ 
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THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


F REE SAMPLE 


Chicago 7, Illinois. 


A R- E x 


AR-EX COSMETICS, INC., 


Superfatted with CHOLESTEROL 


Prescribed by many dermatologists and allergists 
in sensitive, dry skin, and contact dermatitis. 
YOUR DRUGGIST HAS IT OR CAN GETITFOR YOU. 


1036 W. VAN BUREN ST., 


Contains No Lanolin 


CHICAGO 7, ILL. 
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NORTH CAROLINA 


Inu Memoriam 


CLYDE HARE McCANTS, M.D. 

The Committee on Bereavement of the Forsyth 
County Medical Society wishes to submit the follow- 
ing’: 

The members of this society and his numerous 
friends and patients were saddened by the passing 
of Dr. Clyde Hare McCants, who died suddenly on 
August 24, 1946. 

Dr. McCants, known to his fellow-physicians and 
friends as “Mac,” was born in Monks Corner, South 
Carolina, in 1908. He was granted the degree of 
Doctor of Medicine by the University of South 
Carolina School of Medicine in 1925, and received 
his postgraduate training in Miami, Florida, and 
Charleston, South Carolina. He joined this society 
in 1930 and for sixteen years was an active and 
faithful member. 

Mac will always be remembered by all of us be- 
cause of his quiet manner, his unassuming air, his 
intellectual honesty, his professional skill, and his 
constant devotion and faithfulness to all of his pa- 
tients, friends, and colleagues. 

Be it resolved that a copy of this resolution be 
placed in the archives of this society, a copy deliv- 
ered to his family, and a copy sent to the North 
Carolina Medical Journal. 


BULLETIN BOARD 
(CONTINUED FROM PAGE 577) 
NEWs NOTES FROM THE OFFICE OF THE 
SURGEON GENERAL 


Secretary of War Appoints Medical Advisory 
Committee 

Secretary of War Robert P. Patterson recently 
announced appointment of a medical advisory com- 
mittee to the Secretary of War, to maintain and 
foster close relations between civilian and Army 
medicine, and to enable the Army to receive advice 
on Army medical organization and policies from 
leaders in civilian medicine. 

Members of the new committee are: Dr. Edward 
D. Churchill of Boston, Chairman; Dr. Elliott Cut- 
ler, Moseley Professor of Surgery at Harvard Uni- 
versity; Dr. Michael DeBakey of the Tulane Uni- 
versity Medical School; Dr. Eli Ginsberg of Co- 
lumbia University; Dr. William C. Menninger, Di- 
rector of the Menninger Clinic, Topeka, Kansas; 
Dr. Hugh J. Morgan, Professor of Medicine, Vander- 
bilt University Medical School, and Dr. Maurice C. 
Pincoffs, Professor of Medicine, University of Mary- 
land. 


Army Medical Officers Study in Civilian 
Medical Schools 

Kighty officers of the Army Medical Department 
are now enrolled in civilian medical universities and 
colleges for the ultimate purpose of providing the 
best medical care possible to the American soldier, 
Major General Norman T. Kirk, The Surgeon Gen- 
eral, announced recently. During the calendar year 
of 1946, more than 180 officers will have taken 
specialized courses in some twenty-five medical or 
allied subjects in twenty-seven of the nation’s lead- 
ing medical schools. Many of the courses are of 
three months’ duration, while a few run up to a 
year. It is the Surgeon General’s policy to assign 
officers to shorter courses wherever possible. 

This program is primarily aimed now at provid- 
ing refresher courses for professional medical per- 
sonnel who have been assigned to administrative 
duties during the war. 
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Mustard Gas Studied as Anemia Treatment 

One of the terrors of the first World War was 
mustard gas. While this was not used by any com- 
batant in the second World War, it naturally was 
studied by all the countries involved and improved 
forms were produced. Among these, both in the 
United States and Great Britain, were the so-called 
“nitrogen mustards.” Their precise effects on the 
human organism were investigated in order to de- 
vise adequate defenses and proper medical treat- 
ment in case they were introduced by the enemy. 
They were found to produce profound anemias due 
to their specific effects on lymphatic tissue and 
bone marrow where blood cells are formed. The 
effect was very similar to that caused by heavy 
x-radiation. 

This finding led to the possibility that, used in 
rigidly measured doses, they might actually be used 
as medicines for blood and lymph neoplasms. AI- 
though as a means of therapy they appear to have 
no particular advantage over radiation and in some 
ways are decidedly inferior, they are of great interest 
as the first material with some capacity for selec- 
tive destruction of neoplasm to appear, and con- 
siderable research on their properties now is under- 
way. Experiments have been carried out in several 
institutions in order to obtain a fair evaluation of 
the nitrogen mustards before they are accepted as 
recognized medicinal agents. Among these institu- 
tions is the New York Memorial Hospital. The re- 
sults have just been reported in a paper submitted 
to the War Department Surgeon General’s Office 
by Captain D. A. Karnofsky of the Army Medical 
Corps who worked in cooperation with Drs. L. F. 
Craver, C. P. Rhoads and J. C. Abels. 

The agents were used in treatment of several 
types of malignant anemias. In one type the re- 
sults were comparable with those that would have 
been expected from radiation. This was Hodgkin’s 
disease. Altogether 28 patients with this disease 
were treated at Memorial Hospital, Captain Karnof- 
sky reports. After each treatment there was tem- 
porary alleviation of the weakness, fever, and loss 
of weight. Anemia was improved in 2 relatively 
early cases, but there was no improvement in pa- 
tients with severe anemia in advanced stages of the 
disease. While there is no reason to believe that 
any cures have resulted from this therapy, life has 
been prolonged. Transient regressions were obtained 
in cases of lymphosarcoma, but the progress of the 
disease was not materially affected. Other malignant 
maladies showed little improvement. 

Nitrogen mustard, concludes the report, is a 
chemotherapeutic agent with activity against cer- 
tain forms of neoplastic disease. Under present 
methods of therapy, however, it offered no thera- 
peutic advantage over properly used x-rays. In 
fact, x-rays were ordinarily to be preferred. In cer- 
tain cases of Hodgkin’s disease with generalized 
systemic symptoms for which x-ray treatment was 
no longer feasible or effective temporary sympto- 
matic remissions were induced. The general use in 
preference to standard methods of x-ray therapy is 
not recommended until the therapeutic indications 
and limitations of this new agent are more precise- 
ly determined by further clinical studies.” 


Endo Products, Inc. 

Dr. Roland A. Bosee, now on terminal leave from 
the United States Navy, has returned to Endo Prod- 
ucts Ine., Richmond Hill, N. Y. Dr. Bosee will be 
Plant Superintendent and direct his efforts toward 
coordinating the work of all Endo technical depart- 
ments. Prior to entering the service Dr. Bosee held 
the position of Director of Laboratories. 
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.. including the temperate zones, an 


unexpectedly high percentage of carriers of 
Endamoeba histolytica is to be found. 


DIODOQUIN & 


(5,7-diiodo-8-hydroxyquinoline) 


Ay 


— potent amebicide—can be used in suspected 
as well as proved cases of amebiasis. 
Accepted by the Council on Pharmacy and Chemistry 


of the American Medical Association. 


Diodoquin is the registered trademark of 
G. D. Searle & Co., Chicazo £2 [no's 
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P SUPPORTS for the OBESE PATIENT 


OBESE PATIENT: When standing erect, her anterior abdominal wall 


sagged down upon her thighs. 


Helping frail abdominal muscles hold the viscera and their intra- 
peritoneal masses of fat in a better position within the abdominal 
cavity requires not only excellent support but also a definite pro- 
cedure in applying the supporting garment. 


All Camp surgical fitters are taught that — 


Measurements must be taken firmly at the hips and loosely at the 
waist line with the patient in the supine position — 


The support must be fitted and applied in the supine position — 


The patient must be impressed with the necessity of lying down 
while putting on her support for daily wear. 


While essential weight reduction is in progress, Camp Supports — 
specially designed, properly applied and consistently worn — will 
relieve the discomfort and many of the symptoms from which the 
obese patient suffers. 


The unique Camp adjustment permits the utmost flexibility in fit- 
ting the individual patient and following prescription directions. 


S. H. CAMP and COMPANY, Jackson, Mich. «© World's Largest Manufacturers of Scientific Supports 
Offices in NEW YORK * CHICAGO + WINDSOR, ONTARIO + LONDON, ENGLAND 
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No. 1 Unretouched photohicrograph of the 
dome (enlarged 10 diameters) and the rim (inset) 
of a “RAMSES” Flexible Cushioned Diaphragm, 


No, 2 Unretouched ” photomicrograph of the 
dome (enlarged 10 diameters) and the rim (inset) 
of a conventional-type diaphragm, 


guallly fist since 18683 


The discerning eye of the micro- 
scope reveals notable advan- 
tages of the “RAMSES”* Flexi- 
ble Cushioned Diaphragm. 
Only the “RAMSES” has the 
patented rim construction which 
provides both a wide. unin- 
dented area of contact with the 


vaginal walls, and a cushion 


of soft rubber to buffer spring 
pressure. 

The pure gum rubber used in 
the dome is prepared by an ex- 
clusive process which imparts 
lightness, strength, velvet 
smoothness, and long life. 
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MEG, OFF 


FLEXIBLE GUSHIONED 
DIAPHRAGM 


‘Manufactured in ‘gradations of 


5 millimeters in sizes ranging 


. from 50 to 95 millimeters, inclu- 


sive. Available through all rec- 
ognized pharmacies. 


gynecological division 


JULIUS SCHMID, INC. 


423 West 55th St., New York 19, N. Y. 


*The word “RAMSES” is a registered trade- 
mark of Julius Schmid, Inc. 
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“eg Suppor 


BACK CONDITIONS 


Dise Protrusion 


Abdominal, Breasts) Disturbances 


In this new book we have endeavored to save the doc- 
tor time by confining text to pertinent facts. 


The book is profusely illustrated—over sixty illustra- 
tions—picturing supports individually designed as an 
aid to the doctor’s treatment. Subjects are clearly de- 
fined to make the book a ready reference record. 


For a dealer in Spencer Supports look in telephone 
book for “Spencer corsetiere” or “Spencer Support 
Shop” or write direct to us. 


Postoperative (Spinal, Lumbosacral or Sacroiliac 


New Book 


For Doctors 


For Your Copy 
Send Coupon Below 


Body Mechanics 
Lordosis—K y phosis—Scoliosis 


SUBJECTS 
Nephroptosis or Visceroptosis Spondylarthritis 
with Symptoms Spondylolisthesis 
Osteoporosis 
Antepartum-Postpartum Fractured Vertebrae 


Breast Conditions 
Obesity 
Hernia (Inoperable) 


' MAY WE SEND YOU BOOKLET ? 


'SPENCER, INCORPORATED 
129 Derby Ave., “New Haven 7, Conn. 


jin Canada: Rock Island, Quebec. 
In England: Spencer (Banbury) Ltd., Banbury, Oxon. 
| Please send me booklet, “How Spencer 


, Supports Aid The Doctor's Treatment.” 


; Name M.D. 
| Street 
| City & State U-10-46 


SPENCER SUPPORTS 


Reg. U.S. Pat. 


For Abdomen, Back and Breasts 
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THINK OF THE PATIENT 
and YOURSELF 


With but one injection you can accom- 
plish the effectiveness of eight. Admin- 
ister the contents of one cartridge (1 cc.) 
of Penicillin in Oil and Wax and the 
patient has received 300,000 units of 
penicillin. 


By using the cartridge, the physician can 
avail himself of the economical plastic 
syringe that can be thrown away after it’s 
used. Or, just as time and trouble-saving 
—use the Metal Cartridge Syringe and 
get the most out of this new therapy. 


PENICILLIN IN OIL AND WAX Bristol 


(Romansky Formula ) 


BRISTOL 


LABORATORIES | SYRACUSE 1, NEW YORK 


INCORPORATED 


Main Illustration: The B-D* 
Metal Cartridge Syringe with 
cartridge inserted. Smaller l- 
lustration: The B-D* Dispos- 
able Cartridge Syringe with 
cartridge inserted. Inset at 
right shows separate cartridge 
with special stopper which 
permits aspirating test. 


*Trade mark, Reg. U.S. Pat. Off., 
Becton, Dickinson & Co. 
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A FOOD FOR 
INFANTS 


M 
COLUMBUS. OHIO- 
NET one POUND 


The well nourished baby is more resistant to the common ills of 
infancy. Moreover it is during that all-important first year of life 
that the very foundation of future health and ruggedness is laid. 
Similac-fed infants are notably well nourished; for Similac provides 
breast milk proportions of fat, protein, carbohydrate and minerals, 
in forms that are physically and metabolically suited to the infant’s 
requirements. Similac dependably nourishes the bottle fed infant 
—from birth until weaning. 


A powdered, modified milk product especially prepared for infant feeding, made 
from tuberculin tested cow’s milk (casein modified) from which part of the butter 


ertismm® fat is removed and to which has been added lactose, olive oil, cocoanut oil, corn oil 
“and fish liver oil concentrate. 


IMILAC | HUMAN MILK 


COLUMBUS 16, OHIO 


AMERICAN | 
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Specializing in the treatment of alcoholism by the con- 
ditioned reflex aversion method and the care of selected 
cases of mild mental and nervous conditions. 


T. G. PEACOCK, M. D., MEDICAL DIRECTOR 
Telephone 8081 


We 
= 
7 | 
NORTH CAROLINA. | 
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BROADOAKS SANATORIUM 


James W. 
Vernon, M.D. E. H. E. 
Supt. Taylor, M.D. 


tgtiaGe 


One of the Buildings 


PRIVATE Hospital for the treatment of NERVOUS AND MENTAL DISEASES, 
A INEBRIETY AND DRUG HABITS. A home for permanent care of selected 
cases of chronic nervous and mental diseases. 

Both of the medical officers reside at the SANATORIUM and both devote their 
entire time to its service. Located in Piedmont, North Carolina, the climate is mild 
and invigorating at all seasons. 

Equipped for the treatment by approved methods. Billiards, Tennis and other 
diverting amusements. 


MORGANTON Coreipondence Soticied — NORTH CAROLINA 


4 Protection Program For The Medical Profession 


q Special Features The whole story is not told in the printing. The 
% value of an insurance policy is determined by 

No automatic termination at any age. the way if performs when you need it. Manage- 
No increase in premium. ment, freedom from contract technicalities, and 
No decrease in indemnity. liberal company practices, when it comes to 


No house confinement required. settling a claim are the important things. 
Incontestable after one year. 
Pays accident for life. The company pays the indemnity if you have a 
Pays sickness for TWO YEARS. disability; if you can not work; if you have 
medical attention. No other factors are involved. 


UP TO $400.00 . Write me today and I will mail you without 


If you have $200.00 per month disability we will obligation the particulars of a policy which 
write $200.00 more. If you have none, we will pays life time for accident, two years for sick- 
write $400.00 per month for you. ness, and is incontestable. 


RALPH J. GOLDEN, Associate Mgr. 
THE INTER-OCEAN CASUALTY CO. 


223 PIEDMONT BUILDING 
GREENSBORO, N. C. 


14 YEARS OF PERSONAL SERVICE TO NORTH CAROLINA DOCTORS 
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No, a biopsy is not indicated, but medical 
examinations and histologic studies on 
rickets prophylaxis have uncovered 


some enlightening figures. . . 
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1. Moore, C. U., Bro- 
die, J. L., Thornton, 
J m, A. M 


Cordua, O. B.: Fail- 
ure of Abundant Sun- 
shine to Protect 
Against Rickets, Am. 
J. Dis. Child., 64: 
1227-28, (Dec.) 1937. 


2. Follis, R. H. Jr., 
Jackson, D., Eliot, 


ets in Children Be- 
tween Two and Four- 
teen Years of Age, 
Am. J. Dis. Child., 
66:1-11 (July) 1943. 


3. Kugelmass, I. N.: 
Newer Nutrition in 
Pediatric Practice, p. 
656, Lippincott, Phil- 
adelphia, 1940. 


ASSN. 


. on the prevalence of rickets: 90% of 943 apparently 
‘“normal’”’ pre-school children presented signs of 


rickets. ! 


. on the age affected by rickets: 46.5% of 230 children 
aged 2 to 14 revealed histologic evidence of rickets, 
with a high of 62% in the 10 to 11 year group.’ 


. on the need for better protection: ‘‘Older children 
require prophylactic doses of vitamin D until ma- 
turity, especially during the periods of rapid growth.’ 


The standard by which the biologic activity of all anti- 
rachitic agents is evaluated is cod liver oil. White’s Cod 
Liver Oil Concentrate provides the natural vitamins A 
and D of time-proved cod liver oil itself, in three palat- 
able, stable, convenient dosage forms well suited for ade- 
quate protective administration from 14 days to at least 


14 years. 


cod liver 
concentrate 


Liquid Tablets Capsules 


Ethically promoted. Council accepted. 
White Laboratories, Inc., Pharmaceutical 
Manufacturers, Newark 7, N. J. 
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obgoblins 


the Night! 


Lest sleeplessness and nightmares mar your 


patients’ tomorrow, prescribe Dial today. i 


This effective sedative and hypnotic will in- 
duce peaceful sleep. Dial may be taken dur- 
ing working hours in moderate dose when : 
sedation is required. 7 


is available — Dial Tablets: 12 
grain, bottles of 24 and 100; 112 grains, 
bottles of 15 and 100. Dial with Urethane: 
1 cc. ampuls, cartons of 5, 2 cc. armpuls, 
cartons of 5 and 20. 


Dial—Trade Mark Rea. U. S. Pat. OF. 
Denotes Ciba’s Diallybarbituric Acid. 
Ac 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
In Canada: Ciba Company Ltd., Montreal ss 
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BENEZSTROL was developed in the Re- Schieffelin BENzEstROL Tablets 


search Laboratories of Schieffelin & Co. 0.5, 1.0, 2.0 and 5.0 mg. —_50’s-100’s-1000’s 
This synthetic estrogen offers the means PARENTERAL 
of alleviating distressing menopausal Schieffelin BENzEstRoL Solution 


symptoms effectively, conveniently and perce. 10 ce. vials 


economically, and witha definitely lower Schieffelin BenzesTnor Vaginal Tablets 
incidence of untoward side effects. 0.5 mg.  100’s 


Schieffelin BENZEsTROL is available in 
three forms; Tablets for oral administra- 
tion, Vaginal Tablets for local use, and 
multiple dose Vials for intramuscular 
literoture and Sample 
injection. on Request 


3 Schieffelin & Co. So > 20 Cooper Square New York 3, N. Y. 


GLENWOOD PARK SANITARIUM 


Founded by 
GREENSBORO, 
W.C. ASHWORTH, 
M. D. North 
1904 Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an . 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. 
C. R. RINER, M.D. 


Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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EVERYTHING You Could Ask For 
In A Food 


ishment. In addition to Vitamin “A” and calcium, 
Sealtest Ice Cream is rich in other vitamins, minerals 
and protein found in milk, and contains 10 important 
Amino acids. Our Government includes ice cream in 
one of the Basic-7 food groups. 


Eye appeal... taste-appeal...and good, sound nour- 


THE MEASURE OF QUALITY ba 


Division of National Dairy Products Corporation 


Tune in the Sealtest Village Store, starring Jack Haley, Thursday Evenings, NBC 


) 
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ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
> PREMIUMS 


EXCLUSIVELY 
ALL h I 
CLAIMS \ t 
COME FROM GO TO ac e S; nc. 
on Pr S U R G I > A L 


accident and sickness 


$16.000.00 accidental death $16.00 
$50. eekly indemnity, terl 
0.0) indemnity Quarterly SUPPLIES 


Compliments of 


PHYSICIANS 
SURGEONS 
DENTISTS 


ALL 


315,000.00 accidental death $24.00 

$75.00 weekly indemnity, Quarterly 
accident and sickness 

$20,000.00 accidental death $32.00 

$100.00 weekly indemnity, Quarterly 
accident and sickness 


ALSO HOSPITAL EXPENSE FOR MEMBERS, AA 
WIVES AND CHILDREN 


86¢ out of each $1.00 gross income used 
for members’ benefit 


$2,900,000.00 $13,500,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited for protection 65 Haywood Street 
Disability need not be incurred in line of duty— : 
benefits from the beginning day of disability ASHEVILLE, North Carolina 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
44 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA 2, NEB. 


RECOGNITION 


@ The highest recognition in the business world is repeat patronage. It’s 
like applause in the theatre or cheers on the gridiron. 


P. O. Box 1716 Telephones: 1004-1005 


We are proud of the many customers we have served over a period 
of years. It’s great to get to know these folks better and better. 


We are proud, too, of the growing number of new customers who are 
recommended to us. Our sincere thanks to our present patrons who are 
putting in a good word for us.* We will try to merit the continued confi- 
dence of all who favor us with their patronage and loyal support. 


WILLIAM PERSKE 


Distributors of Medical, Dental and Hospital Equipment 


10 Exchange Street Charleston, South Carolina 
Telephone 7783 
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Tony, Dick and Hany 
mood Vitamin D ? 


Why der 


Growing children require vitamin D tissues containing considerable | women and lactating mothers. This 


mainly to prevent rickets. They also amounts of phosphorus... Milk is suggests the use of Drisdol in 


need vitamin D, though to a lesser the logical menstruum for adminis- Propylene Glycol, which diffuses 


degree, to insure optimal develop- tering vitamin Dtogrowingchildren, uniformly in milk, fruit juices and 


ment of muscles and other soft as well as to infants, pregnant other fluids. 


j 0 L IN PROPYLENE GLYCOL 


TRADEMARK REG U 5S. PAT, OFF & CANADA 
Brand of Crystalline Vitamin D, (calciferol) from ergosterol . fea ln 
MILK DIFFUSIBLE VITAMIN D PREPARATION (004% 
ab 
Average daily dose fur infants 2 drops, for Available in bottles of 5, 10 and 50 cc. with spe- a” tt" 
children and adults 4 to 6 drops, in milk. cial dropper delivering 250 U.S.P. units per drop. Eo" A ky" 


WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician +> New York 13,N.Y.+ Windsor, Ont. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 
Medicine: Surgery: 
Alexander G. Brown, Jr., M.D. Charles R. Robins, M.D. 
Manfred Call, III., M.D. Stuart N. Michaux, M.D. 
M. Morris Pinckney, M.D. A. Stephens Graham, M.D. 
Alexander G. Brown, III., M.D. Charles R. Robins, Jr., M.D. 
John D. Call, M.D. Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. Urological Surgery: 
Spotswood Robins, M.D. Frank Pole, M.D. 


Marshall P. Gordon, Jr., M.D. 
Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. Oral Surgery: 
Guy R. Harrison, D.D.S. 
Pediatrics: 


: Algie S. Hurt, M.D. Roentgenology and Radiology: 
se Charles Preston Mangum, M.D. Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Pathology: Hunter B. Frischkorn, Jr., M.D. 
Regena Beck, M.D. Randal A. Boyer, M.D. 
Bacteriology: Physiotherapy: 
Forrest Spindle Mozelle Silas, R.N., R.P.T.T. 
Director: 
Mabel E. Montgomery, R.N., M.A. 


1946 


> 
! 30 YEARS AGO—on January 16, 1916—Saint Albans opened its doors 
for the reception of nervous and mental patients, under the direction of 
Dr. John C. King. 
The continuance of his original conception of affording adequate 
‘ medical care and personal attention, at moderate cost, to the mentally 
| ( ill, has been our earnest endeavor throughout these years. 

a : What measure of success we have attained is largely attributed to 
the confidence and loyalty of our many friends in the medical profession. 
At this time, we wish to express our sincere appreciation for your 
support of our efforts and to assure you of our desire to be of continued 
7 


\ 


service. 


SAINT ALBANS SANATORIUM 
RADFORD, VIRGINIA 


J. P. KING, M.D. J. K. MORROW, M.D. T. L. GEMMILL, M.D. 
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Cook County Graduate School of Medicine 
(In affiliation with COOK COUNTY HOSPITAL) 


Incorporated not for profit 


. ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course in SUR- 
GICAL TECHNIQUES starting October 21 and 
November 18. 

Four Weeks Course in GENERAL SURGERY 
starting October 7 and November 4. 

One Week Course in SURGERY OF COLON 
& RECTUM starting October 14 and November 
25. 

One Week Course in THORACIC SURGERY 
starting October 14 and November 25. 

GYNECOLOGY—Two Weeks Course starting Oc- 
tober 21, 

One Week Personal Course in VAGINAL AP- 
PROACH TO PELVIC SURGERY starting No- 
vember 25. 

MEDICINE—Two weeks intensive course starting 

October 21. 


GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, 
SURGERY AND THE SPECIALTIES 


Teaching Faculty—Attending Staff of 
Cook County Hospital 


Address: Registrar 
427 South Honore Street, Chicago 12, Illinois 


May We Serve You 
Doctor ¢ 


We have a depot for 
Parke, Davis & Company’s 
Biologicals 
Ampuls 


Surgical Dressings 
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DRUG SPECIALTIES, INC. 
603 Nissen Bldg. Telephone 8661 
WINSTON-SALEM 3, N. C. 


CIENCE AT THE NATION’S PLAY- 

GROUND — a top scientific medical 
meeting amid delightful tropical surround- 
ings with every known recreational facility 
available — Southern Medical Association, 
Miami, November 4-7. The Southern Medi- 
cal Association meetings always have been 
and always will be the ESSENTIAL medical 
meetings IN and FOR the South. In its 
twenty-one scientific sections, the four gen- 
eral clinical sessions, the general public 
session, the four conjoint meetings and the 
scientific and technical exhibits, in a stream- 
lined program, one will get the last word in 
modern, practical, scientific medicine and 
surgery. And after Miami, Havana and/or 
Nassau. 


EGARDLESS of what any physician 
may be interested in, regardless of how 
general or how limited his interest, there will 
be at Miami a scientific program and recrea- 
tional facilities to challenge his every interest 
and make it worth-while for him to attend. 


LL MEMBERS of State and County 
medical societies in the South are cor- 
dially invited to attend. And all members 
of state and county medical societies in the 
South should be and can be members of the 


Southern Medical Association. The annual 
dues of $4.00 include the Southern Medical 


Journal, a journal valuable to physicians 
of the South, one that each should have on 


his reading table. 


SOUTHERN MEDICAL ASSOCIATION 


Empire Building 
BIRMINGHAM 3, ALABAMA 


| FLORIDA | | 
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SANATORIUM 


ESTABLISHED I9II : RICHMOND, VIRGINIA 


For the Treatment of Nervous and Mental Disorders ON 
and Addictions to Alcohol and Drugs 
THE STAFF 


DEPT. FOR MEN DEPT. FOR WOMEN 
JAS. K. HALL, M.D, PAUL V. ANDERSON, M.D. 


LITERATURE OR REQUEST 


ASSOCIATES 
©. B. DARDEN, MD. EDWARD H. WILLIAMS, M.D, 
BAWBST HM. ALDBRMAN, MD. REX BLANKINSHIP, M.D, 


THE TUCKER HOSPITAL 


212 West Franklin Street, Corner Madison 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. BEVERLEY R. TucKER, Dr. Howarp R. Masters 


AND Dr. JAMES ASA SHIELD 


* 


Catalog on Application 


} 
2 | | 
j 
| 


October, 1946 ADVERTISEMENTS XXXVII 


New hope for thousands of children languishing under the social 
and educational handicaps imposed by petit mal is offered by Tridione, 
a product of Abbott research which has been proved effective in the 
treatment of numerous petit mal cases in which other forms of medication 
were unsuccessful. For example, in one group of 50 patients subject to 
frequent petit mal, myoclonic or akinetic seizures not helped by previous 
treatment, Tridione eliminated the seizures in 28 percent, reduced them 
to less than one-fourth of the usual number in 52 percent, and caused little 3 
or no change in 20 percent.! In several cases the seizures once stopped ; 
did not return when medication was discontinued. Tridione also has been of e' 
value in the treatment of certain psychomotor cases when used in com- x 
bination with other medication.2 You may obtain Tridione in 0.3-Gm. capsules 
in bottles of 100 and 1000. If you wish literature on Tridione, we shall be 
pleased to send it to you. ABBOTT Laporatorigs, North Chicago, Illinois. 


Tridione 


REG US PAT OFF 
(3,5,5-TRIMETHYLOXAZOLIDINE-2,4-DIONE, ABBOTT) 


1. Lennox, W.G. (1945), Petit Mal Epilepsies: Their Treatment with Tridione, J. Amer. Med. Assn., 129:1069, December 15. 
2. DeJong, R. N. (1946), Effect of Tridione in the Control of Psychomotor Attacks, J. Amer. Med. Assn., 130:565, March 2. 
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e implies exposure, infection and a therapeutic need. 
MAPHARSEN* has filled the requirement for a relatively safe, 
antiluetic agent of unquestioned and proved efficacy in case 

after case, in country after country, in civilian life and for the 
military services, year in and year out—building an unmatched 
record of therapeutic performance. 

MAPHARSEN is one of a long line of Parke-Davis 

preparations whose service to the profession created a dependable 


symbol of significance in medical therapeutics— MEDICAMENTA VERA. 


cA a 
% 
9 


MAPHARSEN (3-amino-4-hydroxy-phenyl-arsineoxide 


hydrochloride ) in single dose ampoules of 0.04 Gm. and ~ - 
0.06 Gm.; boxes of 10 ampoules. Multiple dose, %. PN 
hospital size ampoule of 0.6 Gm, | 
“Trademark Reg. U. S. Pat. Of. ER > 


PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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Old Way... \\ 


CURING RICKETS in the 
CLEFT of an ASH TREE 


Fo’ many centuries,—and apparently down to the 
present time, even in this country —ricketic chil- 
dren have been passed through a cleft ash tree to cure 
them of their rickets, and thenceforth a sympathetic 
relationship was supposed to exist between them and 
the tree. 
Frazer * states that the ordinary mode of 
the cure is to split a young ash sapling longi- Y 
tudinally for a few feet and pass the child, naked, vg 
either three times or three times three through the ' 
fissure at sunrise. In the West of England, it is said s(t 
the passage must be “against the sun.” As soon as 
the ceremony is the tree is bound tightly | \ 
fa 


The belief is that just as the cleft in the tree will be ay | 
healed, so the child’s body will be healed, but that if | | a 
the rift in the tree remains open, the deformity i in ‘/) AN \ wk 
the child will remain, too, and if the tree were to die, rey 
the death of the child would surely follow. 


It is ironical that the practice of attempting 
to cure rickets by holding the child in the 


cleft of an ash tree was associated with the 
rising of the sun, the light of which we now 


New Way eee know is in itself one of Nature’s specifics. 


Preventing and Curing Rickets with 
MEAD’S OLEUM PERCOMORPHUM 


OWADAYS, the physician has at his command, Mead’s Oleum Perco- 
morphum, a Council-Accepted vitamin D product which actually prevents 


and cures rickets, when given in proper dosage. 


Like other specifics for other diseases, larger dosage may be required for 
extreme cases. It is safe to say that when used in the indicated dosage, Mead’s 
Oleum Percomorphum is a specific in almost all cases of rickets, regardless of 
degree and duration. 


Mead’s Oleum Percomorphum because of its high vitamins A and D content is 
also useful in deficiency conditions such as tetany, osteomalacia and xerophthalmia. 


COUNCIL-ACCEPTED: Oleum Percomorphum With Other Fish-Liver Oils and Vios- 
terol. Contains 60,000 vitamin A units and 8,500 vitamin D units per gram and is supplied 
in 10 c.c. and 50 c.c. bottles; and in bottles containing 50 and 250 capsules, 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 
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